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NEW ENGLAND BRANCH, 
AMERICAN UROLOGICAL ASSOCIATION 


GASTRO-INTESTINAL SYMPTOMS FROM 
LEFT RENAL TUMOR* 


(Demonstration of Metastases Around Sympathetic Nerves Having 
Renal and Gastric Associations) 


BY CHANNING S. SWAN, M.D.t 


L. Male, aged 47. Entered the Medical Serv- 

e ice of the Massachusetts General Hospital 

April 11, 1932 with a complaint of epigastric pain, 
weakness, and indigestion for ten months. 

Present illness began with attacks of pain in “the 
pit of his stomach” fifteen to thirty minutes after 
he had had his lunch which was his heaviest daily 
meal. The attacks, though lasting approximately but 
thirty seconds, were severe. A choking sensation 
forced him to stop walking. A feeling of numb- 
ness in his chest and arms with a sensation of be- 
ing unable to breathe made him think each attack 
would kill him. He also had heartburn and hunger 
pains, one hour to a half hour before meals. Five 
months ago he began to have severe constant pain 
in his lower lumbar region which extended down 
his legs. A diagnosis of thrombophlebitis of both 
legs was made in the Peripheral Circulatory Clinic. 
Four weeks ago he began to vomit five to ten min- 
utes after meals. Once the vomitus was _ blood- 
streaked. Recently several attacks of epigastric 
pain, more severe and of longer duration than usual, 
were relieved only by vomiting. He had lost a good 
deal of weight. There were no urinary symptoms. 

Examination showed a rather emaciated middle- 
aged man with a rather full appearing abdomen on 
which the superficial veins were prominent. In the 
left upper quadrant there was a non-tender movable 
mass which extended nearly down to the umbilicus, 
was about the size of a grapefruit, and moved with 
respiration. The blood pressure was 90/50. The 
N.P.N. was 26 mgs., the urine was negative; the 
stools had a positive guaiac reaction. The prelim- 
inary diagnosis on the Medical Service was ecar- 
cinoma of the stomach. Carcinoma of the colon at 
the splenic flexure and hypernephroma were also 
mentioned. 

X-ray studies of the gastro-intestinal tract were 
negative except for a pressure defect on the descend- 
ing colon from an outside mass. Studies of the G.U. 
tract were then made both cystoscopically and by 
intravenous urography. The essential part of the 
x-ray report is as follows: 

“The left kidney outline is not well seen but ap- 
Pears to be greatly enlarged, occupying the entire 
left upper quadrant. There is no dye visualized 
in the calices, pelvis, or ureter on the left side. 
After retrograde injection of the left side, the pel- 
vis and calices appear definitely abnormal. There 
is complete obliteration of the upper and middle 
calices and the lower major calyx is elongated. The 
appearance is consistent with a left renal tumor.” 


*Presented at the meeting of the New England Branch of 
the American Urological Association, May 18, 1933. 

+Swan—Assistant Urologist, Massachusetts General Hospital 
For record and address of author see “This Week’s Issue,” 
page 388. 





Dr. George Holmes, roentgenologist, advised 
against treating the tumor by radiation. 

Operative treatment was admittedly probably hope- 
less but was decided upon chiefly because the pa- 
tient and his family were anxious to have some- 
thing done. Therefore on April 28, 1932, left neph- 
rectomy and transfusion were done for hyper- 
nephroma. The tumor was even more extensive than 
suspected and was not entirely removed at opera- 
tion. Invasion of the renal vein and regional lymph 
nodes was obvious. 

Postoperatively the patient did very well until the 





Sympathetic nerve enmeshed in metastatic tumor. 


fourteenth day when he began to run a “picket- 
fence” temperature and have chills of unknown 
cause. These continued to the seventeenth day 
when he became cyanotic and suddenly died while 
the House Officer was dressing his wound. 

The postmortem examination revealed metastases 
to the retroperitoneal glands and lungs (these had 
not shown in a chest plate) and thrombosis of the 
renal vein and inferior vena cava with blood clot 
and tumor. Of especial interest, however, was the 
finding of metastatic lesions surrounding and im- 
pinging upon the sympathetic nerves that have 
mutual association with the kidney and gastro-intes- 
tinal tract. 





’ of blood. 


N. 


346 


E. BRANCH, AMER. UROLOGICAL ASS’N—BRODNY 





N. E. J. OF wu, 
FEB. 15, 193 





Many writers have brought to our attention the 
fact that gastro-intestinal symptoms may be due 
to renal pathology other than of the acute infec- 
tious or uremic type. Commonly however the renal 
lesion is on the right side and often causes the gas- 
tro-intestinal symptoms by direct pressure on the 
duodenum as might be caused by a large hydro- 
nephrosis, movable kidney, or renal tumor. Gastro- 
intestinal x-ray studies not infrequently reveal fill- 
ing defects due to extrinsic pressure on the duo- 
denum, stomach, or gall bladder. 

In other cases pressure is not the cause of symp- 
toms. The phenomenon of viscero-visceral reflexes 
through sympathetic nerves having both renal and 
gastro-intestinal associations has been called upon 
to explain, the G-I. symptoms manifested by G.U. 
pathology. The celiac plexus by its connections with 
the splanchnic nerves and the vagus nerves is the 
main center of communication. Gray’s anatomy 
states, “The upper part of each celiac ganglion mak- 





ing up the celiac plexus is joined by the greater 
splanchnic nerve, while the lower part, which js 
segmented off and named the aorticorenal ganglion, 
receives the lesser splanchnic nerve and gives off 
the greater part of the renal plexus.” Secondary 
plexuses springing from or connected with the celiac 
plexus include the superior gastric, the superior 
and inferior mesenteric, the suprarenal, the renal 
and others. The interlocking relationship is thus 
obvious. Generally nothing concrete is found at 
operation or autopsy to demonstrate why the gastro. 
intestinal symptoms in a given case should have 
come from the renal pathology through the sympa. 
thetic nerves, but in this case there was found and 
I am able to demonstrate slides to you showing 
the sympathetic nerves of the region previously de. 
scribed definitely surrounded and impinged upon by 
metastatic renal tumor cells. The cause of the gas. 
tro-intestinal symptoms from the renal pathology 
is therefore in this case concretely demonstrated. 


ao 


A FATAL CASE OF SEPTICEMIA DUE TO THE 
PNEUMO-BACILLUS§ OF FRIEDLANDER, FOLLOWING 
TRANSURETHRAL PROSTATOTOMY* 


BY M. LEOPOLD 


HE following case history is reported for two 

reasons. First, the patient presents a fatal 
complication following transurethral prostatot- 
omy; secondly, the infecting organism in the 
ease is rare in the genito-urinary tract, and 
especially as a causative agent of septicemia. 


Mr. M. K., aged 63, was admitted to the hospital 
complaining .of difficulty in starting his stream, 
urgency, frequency, nocturia, and burning on urina- 
tion. His symptoms were of one year’s duration, 
and were progressively increasing in severity. For 
eight months he was treated by a physician with 
bladder washes and prostatic massages without any 
improvement of symptoms. 

He was under medical treatment for diabetes, 
hypertension, and paroxysmal auricular fibrillation, 
and was symptomatically doing fairly well. 

Physical examination revealed an obese individual 
with a large heart, a systolic murmur at the apex, 
and a grossly irregular pulse. The blood pressure 
was 210/110. The lungs, abdomen and extremities 
did not show any marked variation from the normal. 
On rectal examination the prostate was found to be 
slightly smaller than normal, smooth and boggy. 
The median sulcus was faintly felt, the right seminal 
vesicle was palpable. 

The bladder residual varied from two to eight 
ounces. The urine contained the slightest possible 
trace of albumin, and the sediment per high powered 
field showed three to five white blood corpuscles, an 
occasional red blood corpuscle, and many organisms 
which resembled bacillus coli. The non-protein 
nitrogen varied from 20 to 28 milligrams per 100 cc. 
The blood sugar was within normal lim- 
its and the Wassermann was negative. The cysto- 
gram and the urethrogram were consistent with a 
small obstructive prostate. 

The patient was placed on constant urethral 
drainage for six days. A bilateral vasectomy and a 
transurethral prostatic resection were done, and the 


*From the Urological Service of the Beth Israel Hospital, 
Boston, Mass. 


Read at the meeting of the New England Branch of the 
American Urological Association, May 18, 1933. 

*+Brodny—Assistant Urologist, Out-Patient Department, Beth 
Israel Hospital, Boston. For record: and address of author see 


“This Week’s Issue,’’ page 388. 
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patient was left on urethral drainage. The opera- 
tion was not difficult, and there were no operative 
complications. 


PROGRESS NOTES 


First day: The urine is pale pink. There is no 
vesicle hemorrhage. The general condition is 
good, and he is taking fluids well. The output 
is satisfactory. 

Third day: The urethral catheter was removed this 
morning. His diabetes is under control. The 
blood pressure is 200/110. The patient had a 
slight chill two hours after catheter removal, 
and the temperature rose to 103°. 


Fifth day: The patient was unable to void yester- 
day, and was placed back on constant drainage. 
The temperature is lower. His heart started to 
fibrillate, so the amount of digitalis was in- 
creased. 


Ninth day: The temperature chart has a septic 
curve. Patient has had a few mild chills which 
were of short duration. <A blood culture is 
negative. Urine is loaded with pus, and many 
bacteria which resemble Bacillus coli. The 
heart has stopped fibrillating. His fluid intake 
is 175 oz. and his output 85 oz. He complains of 
pain and marked tené@rness in both costoverte- 
bral angles. 


Thirteenth day: The temperature has risen to 105°, 
and the patient appears very toxic and ill. He is 
taking fiuids poorly by mouth, so subpectoral 
infusions are given. There are a few fine rales 
at both bases. The urine is still loaded with 
pus and bacteria. His non-protein nitrogen is 
29. The diabetes has become difficult to control, 
and his blood sugar has risen to 215 mg. per 
100 cc. of blood. (The blood culture taken on 
the twelfth postoperative day was positive after 
six days for the bacillus mucosus capsulatus.) 
(Friedlander’s Bacillus.) 

Sixteenth day: The base of the right lung is con- 
solidated and there are moist rales at both 
bases. He had marked abdominal distention, 
which was treated by pituitrin and flaxseed 
poultices successfully. The patient’s general 
condition is essentially worse. He still com- 


plains of pain in both costovertebral angles. 
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Eighteenth day: Another blood culture is positive 
for the bacillus mucosus capsulatus. Cultures 
and smears of the sputum, nose, and throat 
failed to show any bacillus mucosus capsulatus. 
Urine cultures were negative for the organism. 
Unfortunately no special stains were done on 
the organisms found by smear in the sediment 
of the urine. They were thought to be colon 
bacilli. 

Nineteenth day: His condition has become pro- 
gressively worse. The high septic type of 
temperature continued. The patient suddenly 
became pulseless, and his blood pressure 
dropped. He became cold and clammy, and five 
minutes later expired. 


A postmortem was obtained. The heart was 
found hypertrophied and dilated. The lungs were 
congested, and there was no distinct consolidation. 
The spleen was enlarged. Both kidneys were swol- 
len, hyperemic and soft. The right kidney weighed 
260 grams. On the lateral border of the right kid- 
ney were two large superficial abscesses which 
coalesced into a serpentine area, measuring 5 x 3 
cm., and extended into the kidney for 1.5 cm. There 
were numerous small abscesses, one to several 
millimeters in diameter scattered over the kidney, 
especially on the lateral side. At the upper pole 
was an abscessed area, measuring 4.5 x 3.5 x 1.5 cm. 
which extended down to the upper calyx, but did 
not involve the mucosa of the pelvis. The left kid- 
ney weighed 260 grams. There were no definite 
abscesses observed grossly. The pelvis and calyces 
had a smooth and shiny mucosa. The pelves were 
not dilated, and the ureters were negative. Micro- 
scopic examination of sections of both kidneys 
showed numerous foci of dense polymorphonuclear 
leucocytic infiltration, and slighter lymphocytic in- 
filtration; the foci being of various sizes and stages 
of development. There were also areas showing 
varying degrees of necrosis and degeneration of the 
parenchymal elements. 

The entire bladder wall was thickened and 
fibrosed. The mucosa was congested, swollen and 
edematous, especially at the trigone. Microscopic 
examination of sections of the bladder showed an 
intense degree of edema, together with varying de- 
grees of lymphocytic infiltration, and dilatation and 
hyperemia of the blood vessels. The picture, here, 
was essentially that of a chronic reaction. 

The prostate was pallid in color, patulous, and 
somewhat irregular. The cut surface was frothy, 
firm, and somewhat elastic. The urethral surface 
was very red, congested, and firm. The prostatic 
urethra appeared to be adequate for urination. 
Microscopic examination revealed an overgrowth 
of connective tissue and a reduction in the number 
of prostatic glands. Many of the gland lumina con- 
tained desquamated necrotic cells. The fibrous con- 
nective tissue was edematous, and the seat of a 
diffuse lymphocytic infiltration. Special staining of 
the tissue failed to disclose any bacillus mucosus 
capsulatus. 

The anatomical diagnoses were as follows: 
Multiple abscesses of kidney. 
Splenomegaly. 

Cardiae hypertrophy and dilatation. 
Congestion and edema of lungs. 
Chronic cystitis and pyelitis. 
Hyperplastic prostate. 


REMARKS 


The bacillus muecosus capsulatus is a group of 
a number of species or varieties of organisms 
having many similar characteristics. One mem- 
ber of this group was first isolated and described 


‘ 

by Friedlander. The organism is encapsulated, 
gram negative, non-motile, and is found in five 
to twenty per cent of the noses and throats of 
healthy people. Under ordinary conditions it is 
saprophytic, but becomes pathogenic when its 
virulence is increased, or the resistance of the 
host diminished. 

There have been reported in the literature only 
fifty-one cases of septicemia, with the bacillus 
mucosus capsulatus, of which only three recov- 
ered. The clinical course of these patients with 
septicemia is characterized by extremely elevated 
temperatures, and often local processes may 
dominate the clinical picture. Wehrsig reported 
a case of septicemia in which operation was per- 
formed on the kidney for metastatic abscesses. 
Our patient had definite renal pain and costo- 
vertebral tenderness, and the finding at post- 
mortem of renal abscesses is consistent with this 
observation. 

The bacillus mucosus capsulatus has been re- 
ported a number of times in diseases of the 
genito-urinary tract. Warburg in 1899 reported 
a case of bacteriuria. Etienne, in the same year, 
cited a case of pyelonephritis. Montt-Saavedro 
in 1896 reported a ease of cystitis. In the same 
year Halban reported a case of abscess of the 
scrotum, and Macaigne and Vanverts, a case of 
peri-deferential abscess. Schenk also reported 
a case of salpingitis. 

I am able to locate in the literature only two 
eases of septicemia with this organism from a 
primary focus in the urinary tract. Wolf re- 
ported a fatal case of septicemia following a 
cystitis. Hyman and Edelman, out of a series 
of sixty-four positive blood cultures on cases of 
urinary tract disease, isolated one case infected 
with the bacillus mucosus capsulatus. This was 
a postoperative infection in a man sixty-eight 
years old. He began to void on the seventh day 
after incision and drainage of a prostatic abscess. 
He immediately developed chills and fever, 
which terminated fatally. 

In Seott’s report of a series of eighty-two 
positive blood cultures on a Urological Service, 
there were no infections with this organism. 
However in forty per cent of the cases, the 
bacillus coli was found, with a mortality of 
eighteen per cent. Hyman and Edelman in their 
series found forty-five cases of bacillary and 
nineteen cases of coccal infections with a mor- 
tality of twenty per cent, and sixty-eight and 
four-tenths per cent respectively. The mor- 
tality of septicemia with the bacillus mucosus 
capsulatus is about ninety-five per cent. 

It has been definitely shown that bacteremia 
and septicemia follow urethral manipulation. 
Seott reported that in sixty (80%) of the cases, 
the portal of entry was the urethra, of which 
twelve cases followed a retention catheter, five 
followed catheterization, and ten followed 





eystosecopy. Hyman and Edelman concluded that 
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the greater number of infections coming under 
their observation were due to some form of 
urethral instrumentation, or were postoperative 
in origin. It will be interesting in view of the 
large number of positive blood cultures follow- 
ing merely catheterization or cystoscopy to ob- 
serve what effect the traumatization and coagula- 
tion of the prostatic urethra, durine trans- 
urethral prostatic resection, will have on the 
incidence of hematogenous infection. 

Infections following prostatic resectioa have 
been given very minor consideration by some 
enthusiasts of the procedure. Davis believes 
that the “‘lvmph channels and blood vessels are 
sealed by the coagulation incident to hemosta- 
sis’’, and that ‘‘ postoperative infection has been 
of negligible frequency’’. Collings reported one 
hundred and fifty private cases of transurethral 
operation and only ‘‘two patients had a urethral 
chill following operation, with temperature ele- 
vation to 103 and 104 degrees F.’’ ‘‘The tem- 
peratures went down by lysis probably indica- 
tive of a transitory kidney infection.”’ 

Qn the other hand many authorities have 
found infection a most important factor. Bum- 
pus reported six deaths in two hundred and fifty 
prostatic resections, and believed that sepsis was 
the main causative factor in all of them. Al- 
cock reported that in his first fifty cases prac- 
tically all of the patients showed a reaction. In 
over sixty per cent of them the reactions were 
quite violent, as manifested by chills and tem- 
perature from 101 to 104 degrees, lasting from 
two to five days. Day was of the opinion that 
multiple abscesses of the kidney, not hemor- 
rhage, make up the complication that is most 
apt to cause death after resection. Colby, com- 
menting on Barney’s report of the transurethral 
resections done at the Massachusetts General 
Hospital brought out the fact that thirty per 
cent of the autopsies showed sepsis as the cause 
of death. Ockerblad, in a personal communieca- 
tion to Lewis, reported a death from septicemia 
six weeks after resection. The organism is not 
named. <A. E. Goldstein reported a death from 
generalized streptococcus hemolyticus infection 
five days after operation. Lewis, quoting from 
a questionnaire which he sent out to a number 
of urologists, noted that systemic infection ap- 
peared in the records of a large number (twenty, 
or more) of operators as a source of trouble 
or even death. 

I believe that since the prostatic urethra is 
prone to give rise to hematogenous infections, 
the trauma of resection and the necessary cauter- 
ization for hemostasis will produce in many e¢ases 
such conditions as will establish foci for blood 
stream invasion. 





—— 


CONCLUSIONS 


1. Septicemia with the bacillus mucosus eap.- 
sulatus is rare. 

2. The patient with this infection carries an 
extremely poor prognosis. 

3. The incidence of blood stream infection 
as a complication of transurethral resection will 
bear watching. 

I wish to thank Dr. E. Granville Crabtree for per- 
mission to report this case. 
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DISCUSSION 


Dr. SmirH: Since Dr. Brodny’s communication - 
is directly in line with the symposium we have 
tonight, I think we might go on with that. 

The subject of prostatic resection is really a very 
important one. The amount of literature which has 
been put forth on this subject is already consider- 
able. There has been a great deal of interest ex- 
pressed in this method by the medical profession 
and by those men who are in the prostatic age. It 
falls upon us, as the representatives of urology in 
New England to canvass this situation thoroughly 
and to honestly and fearlessly put to this Society 
the results which we have had with this method of 
treatment. . 

We have tonight, four papers bearing on this sub- 
ject and the first is by Dr. Barney. 
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EXPERIENCES WITH PROSTATIC RESECTION* 


BY J. DELLINGER BARNEY, M.D.t+ 


P to this time fifty-six resections for bladder 
neck obstruction have been done at the 
Massachusetts General Hospital, twenty-four at 
The Baker Memorial, thirty-two in the General 
Hospital. More cases could have been resected 
were it not for the fact that very careful selec- 
tion has been made, and only those cases taken 
which seemed to be entirely suited to resection. 
Of the fifty-six cases I have operated on thirty- 
six; the other twenty have been operated by my 
colleagues on the service. 

Thirty-three cases were benign adenomas; 
twenty-one were cancers, one a fibrosis follow- 
ing suprapubie prostatectomy, and one unclassi- 
fied. 

The total mortality was 17.8 per cent. Among 
the eases at The Baker Memorial, of which there 
were twenty-four, there was only one death. 
Of the thirty-two cases at the General Hospital, 
nine died. Four of the patients who died had 
benign adenomatous prostates; the other six 
had malignant growths. 

The age of the patients, their symptoms and 
their condition on entering the hospital cor- 
responded with that of any similar number of 
eases on which a prostatectomy would be indi- 
cated. The youngest was fifty-one, the oldest 
eighty-six. 

Preoperative drainage was carried out for an 
average of eleven and a half days, the longest 
continuing for forty-one days, the shortest for 
two days, there being seven of these. In all 
respects these cases were studied and prepared 
for operation as thoroughly and carefully as 
they would be for prostatectomy. Preoperative 
study showed the same variety of other patho- 
logical conditions as one would find in any sim- 
ilar number of prostaties. 

For various reasons, the chief being undoubt- 
edly inexperience, much less tissue was removed 
in most of the patients than is usually the case 
if one is to go by the reports of other writers. 
In no instance did the excised tissue amount to 
more than five grams; in most it was much less. 

The first two or three cases were done with 
the Davis resectoscope, all others with the Me- 
Carthy instrument. <A variety of electrical 
units have been used, both the spark-gap and 
tube machines, but most of the work has been 
done with a spark-gap unit. While it certainly 
induces less initial hemorrhage and effects its 
control much more readily than the tube ma- 
chines, there is no doubt that the latter cuts 
more cleanly and quickly. 


*Read at the meeting of the New England Branch of the 
American Urological Association, May 18, 1933. 

+Barney—Chief of Service, Urological Denartment, Massachu- 
setts General Hospital. For record and address of author see 
“This Week’s Issue,’’ page 388. 





After operation there was no bleeding at all 
in twenty-six cases; in fifteen others the urine 
was definitely bloody for from one to three or 
four days. One case had no bleeding till the 
twenty-fifth day when he had a massive hem- 
orrhage from which he died eventually. 

Seventeen cases were entirely afebrile; a few 
ran temperatures up to 100° for a few days. 
Certain others continued to run a temperature 
for from twelve to thirty-one days. Twelve 
cases had from one to five or six chills, these 
occurring anywhere from the first to the for- 
tieth day. 

Postoperative drainage averaged eight days, 
the shortest being one day, the longest twenty- 
four days. Days in bed averaged about ten, 
ranging from two to forty-four. Days in the 
hospital after operation averaged fifteen, the 
shortest three, the longest eighty-four. 

The residual urine at the time of discharge 
averaged two and a half ounces, but the amount 
varied from none at all in ten patients to eight- 
een ounces in one. As nineteen of these patients 
entered the hospital with complete retention of 
urine, and as these patients were relieved of this 
condition, it would appear that resection had 
been at least to a certain extent successful. But 
it is felt that the measurement of residual: urine 
so soon after operation is inaccurate, especially 
in those cases where there is a considerable 
amount. After any such procedure as _ resec- 
tion there is always a widespread and marked 
inflammatory reaction of the structures at the 
neck of the bladder. This will subside with the 
lapse of time, and less or no residual will be 
found. While this statement is partly true, it 
is modified by certain cases which subsequent 
examination showed to be unimproved. 

Various complications followed resection in a 
good many eases, although there were none at 
all in twenty-nine. Among the complications 
there occurred pyelitis of greater or less se- 
verity, scrotal abscess, epididymitis, periurethral 
abscess, paraphimosis, pneumonia, collapse of the 
lung, uremia, phlebitis, and pulmonary embol- 
ism. There were three severe postoperative hem- 
orrhages, one the day after operation relieved 
by palliative treatment, one which required 
cystoscopy and subsequent prostatectomy, and 
one beginning twenty-five days after operation 
which was relieved by cystotomy, but eventual- 
ly ended fatally. 

Although it is impossible at this time to speak 
of ultimate results, certain more immediate ef- 
fects of these resections are known. It has been 
stated already that ten cases, six of which had 
eancer, died in the hospital. An autopsy was 
obtained in nine. Six more have died since 
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leaving the hospital, and of these, four had can- 
cer. The highest mortality has been among those 
having malignant disease of the prostate, but 
it is a fact that these patients were all far ad- 
vanced in their malignancy and in wretched con- 
dition. 

The results up to date of those living vary 
so widely that no adequate summarization can 
be made. Most of the malignant cases have been 
greatly relieved in that they void comfortably 
with no undue frequency or dysuria. The benign 
eases have with few exceptions fared extreme- 
ly well. Retention, difficulty of urination, 
dysuria and frequency, the chief complaints be- 
fore operation, have been eliminated entirely or 
ereatly improved. While it is to be expected 
that some of these will still further improve, 
and that others will hold the gain they have 
made, we fully expect that certain others will 
retrogress and require further operative pro- 
cedures. My experience with these cases has 
taught me that the view of the prostate obtained 
by the eystoscope and panendoscope is often 
very misleading. Cystotomy on some of them 
before or after resection has shown a very dif- 
ferent picture of the prostate from that obtained 
by instrumental inspection. This fact may pos- 
sibly account for certain poor results. 


We were fortunate in obtaining an autopsy on 
so many of our fatal eases. Two had a pul- 
monary embolus, a catastrophe in no way pe- 
culiar to the operation of resection. The others 
died of a variety of complications. It is inter- 
esting, however, to note that all showed evidences 
of severe and widespread infection of the pros- 
tate and periprostatie tissue, seminal vesicles, 
bladder and urethra. It was obvious that deep 
and severe necrosis of the tissues at the site of 
resection had given rise to this infection, and 
that it had overwhelmed the patient by its se- 
verity. Nor were we able, even when this in- 
fection was recognized before death, to influ- 
ence its progress, except in a few instances, by 
any means at our command. 


It has been pointed out that we studied and 
prepared each case before operation with the 
utmost eare. It is also true that each case 
was selected as being suitable for resection for 
the reason that the obstruction was due not to 
large lateral lobes but to small median lobes, 
- median bars, carcinoma or atrophic fibrous pros- 
tates. Furthermore each case was given the 
most painstaking and meticulous postoperative 
care with a view to avoiding the very complica- 
tions from which many of them suffered. These 
complications arose in spite of every effort for 
their prevention. 

It is only reasonable to ask if certain features 
of the operative technic are not to blame for 
the complications and deaths. I think they are. 
The use of too much current, too slow an excur- 
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sion of the electrode through the prostate, trau- 
matism before or during resection with the 
sheath of the resectoscope, these and probably 
other equally important but still unrecognized 
factors must be seriously considered. The type 
of unit, whether spark-gap or tube, employed 
seems to me of no importance in the final re. 
sults, yet I cannot avoid the feeling that the 
tube.machine may cause less extensive and less 
deep-seated necrosis than that produced by one 
of the spark-gap type. This, however, is a mat- 
ter for debate. 

A feature which is interesting and of the ut- 
most importance is that the mortality among 
twenty-four private cases at The Baker Memorial 
was only 4.16 per cent, whereas among thirty- 
two cases in the wards of the General Hospital 
the death rate was 28.1 per cent. Every case 
received identical preoperative study and prepa- 
ration; resection was done with the same ap- — 
paratus; postoperative care was as meticulous 
in one group as the other. While it may not be 
the fact, all I can offer as an explanation of the 
diserepaney in the mortality is that two very 
different types of individuals were dealt with, 
one with generally good background of hygiene, 
education, nutrition, ete., the other for the most 
part entirely lacking these important factors. 


The following remarks, forming a part of my 
discussion of the question of ‘‘Surgery of the 
Neck of the Bladder’’ which was considered at 
the last meeting of the International Urological 
Society in London in July, although written 
since the preceding portion of this paper was 
read, summarize my opinion of the operation 
quite adequately. 


‘* |. In the first place I am strongly of the 
opinion that this resection ean be not only sat- 
isfactorily but safely performed under spinal 
anesthesia. While general anesthesia in the 
form of gas-oxygen or gas-oxygen-ether is often 
used and even works well, it is to be remembered 
that in the cases requiring surgery of the blad- 
der neck there is more or less kidney damage 
and that general anesthetics still further reduce 
kidney function. 

‘‘Transurethral resection in my judgment is 
to be confined largely, if not entirely, to cases 
of carcinoma of the prostate, median bar forma- 
tion, early and small midlobe development, fibro- 
sis following perhaps a suprapubic prostatec- 
tomy, and to the atrophic, fibrous prostate. I 
do not believe that transurethral resection 
should be attempted in the presence of lateral 
lobe enlargement unless it be of very slight de- 
velopment. My objection to this is largely based 
upon an experience of hemorrhage and infection, 
to say nothing of the greater length of time re- 
quired for the complete removal of lateral lobe 
tissue. If the patient is under a general anes- 
thetic, the additional length of time required 
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for the operation is a very definite and impor- 
tant factor in doing further damage to kidney 
function. 

‘‘T do not believe that transurethral resection 
is necessarily the best procedure in the ‘old and 
feeble individual, this being contrary to the 
beliefs of some of my colleagues. I believe that 
such individuals are much better off with a sim- 
ple suprapubic cystotomy with an in-dwelling 
suprapubic catheter. If and when their condi- 
tion improves, the obstruction at the bladder 
neck can be done away with, either by the use 
of the cold punch such as has been devised by 
Young, or by one or the other of the more re- 
eent types of electric resection instruments. 
Nor should one forget that a suprapubic pros- 
tatectomy may be an even safer procedure. 
Every case which does not at first seem suitable 
for resection because of poor general condition 
or because of local conditions, such as infection 
and edema, should have a preliminary cystot- 
omy. At this time the cystoscopie findings can 
be checked up by actual visual inspection of the 
obstruction at the bladder neck as well as by 
palpation. Even the most experienced cystos- 
copist will sometimes find that what he saw 
through the eystoscope is very different from 
what actually exists when seen from above. In 
most cases, especially the old and feeble patients, 
a bilateral vasectomy done under local anesthesia 
should be a routine. There is no question but 
what transurethral resection sets in motion a 
chain of infection which sooner or later will 
find its way to the testicle or epididymis, and 
we all know that in a greatly debilitated pa- 
tient the onset of such an infection, leading per- 
haps to still further surgery, is sometimes fatal. 
I believe also that an intravenous pyelogram or 
certainly a flat x-ray plate of the urinary tract 
should be done. In the first place it gives most 
valuable evidence of the status of the kidneys, 
and in certain cases will reveal conditions such 
as stone or even tumor which were not hitherto 
suspected, and the presence of which might en- 
tirely alter one’s procedure. 





‘*In a certain number of cases, especially the 
younger patient with a clean urine and very 
little residual urine, preoperative drainage 
either by catheter or by suprapubic cystotomy 
is not only unnecessary but it is often unwise. 
Drainage of either type is bound to produce 
or to aggravate infection, and after all we all 
prefer to operate in an uninfected field so far 
as this is possible. While I do not advocate dis- 
pensing with preoperative drainage in any but 
those who are in fifst-class condition, I feel it 
important to emphasize my belief that it is not 
always one of the essential routine proce- 
dures. 


‘‘In my experience transurethral resection 
often brings in its train certain definite post- 
operative complications. Far and away the 
most important of these is infection. Hemor- 
rhage comes next in order of frequency, and 
finally circulatory disturbances. ... 


‘As regards the ultimate results of trans- 
urethral surgery of the bladder neck I believe 
that the elapse of time will give us the correct 
answer. I think we can be sure that this type 
of operation is admirably suited for the relief 
of obstruction due to carcinoma. While no one 
will claim for a moment that it will cure ecar- 
cinoma, I think we are all convinced that it will 
bring relief for a considerable length of time, 
and personally it has been my experience that 
resection can be performed two and perhaps 
three or more times if and when obstruction re- 
eurs. I believe also. that transurethral surgery 
is likely to cure permanently, when properly 
done, the patient with postoperative fibrosis. In 
other conditions the ultimate results must be 
watched over a considerable period of time be- 
fore we can say that this is without doubt the 
best method of attack. I believe that at our 
meeting three years hence the results of the 
surgery which we have heard described at the 
present meeting will furnish the most valuable 
test of its virtue. I hope that such a report 
ean somehow be made.”’ 


-— 
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TRANSURETHRAL RESECTION OF THE PROSTATE* 
BY ROGER C. GRAVES, M.D.t 


UR first experiences with transurethral re- 
section at the Carney Hospital have con- 


vinced me that it is an invaluable addition to 
prostatic surgery. Its faults which have been 
so deplored by some may be ascribed in large 
measure, I believe, to a natural inexperience 
with a new technique, or to inadequate electrical 
equipment, or to the improper selection of cases 
which so often occurs in the initial period of 
enthusiasm following the introduction of a new 
*From the Urological Clinic of the Carney Hospital. 


Read at the meeting of the New England Branch of the 
American Urological Association, May 18, 1933. 


+Graves—Urologist to the Carney Hospital. For record and 
address of author see ‘‘This Week’s Issue,’ page 388. 





procedure. It is not a panacea for all prostatic 
ills, and it is not a complete substitute for pros- 
tatectomy. I still feel sure that the best treat- 
ment for the average patient with large benign 
hypertrophy lies in a suprapubic or perineal 
enucleation of the whole gland, as we have done 
routinely in the past. In the long run, this 
will offer a more certain and permanent removal 
of residual urine as well as less infection, and 
it will eliminate the bulk of the prostate for 
some who might otherwise go on to the develop- 
ment of malignant disease if this tissue were 
allowed to remain. There has been too great 
a tendency in recent years, especially in our 
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own field, to supplant established surgical prac- 
tices with manipulative methods, and trans- 
urethral resection is a case in point. Valuable 
as I am convinced that it is, it has in my opin- 
ion limited and clear-cut judications for its use. 
These may be classified brvadly in three groups 
of cases as follows: 

First, the relatively small, cireumscribed ob- 
structions at the bladder neck which we recog- 
nize usually as fibrous or glandular median bars. 
The true, rounded middle lobe hypertrophy be- 
fore it has progressed to extreme enlargement 
with marked elevation of the urethral floor, may 
be included in this group. Secondly, those ob- 
strueted eases of carcinoma too advanced for 
complete perineal extirpation, in which it is de- 
sired to restore normal bladder function with- 
out more extensive surgery. In such cases 
where the malignant process is only moderately 
advanced, transurethral resection combined with 
radium introduced into the prostate through 
the perineum, offers an excellent therapeutic pro- 
eram. Thirdly, those cases of benign hyper- 
trophy with marked or complete retention, in 
which the general degenerative changes, par- 
ticularly in the circulation and kidneys, are such 
as to render the patient unfit for safe pros- 
tatectomy by any other method. This is the dan- 
gerous group in which we must proceed with 
the greatest care, whatever the plan of treat- 
ment, in the effort to maintain reasonably sat- 
isfactory bladder function with a minimum of 
risk. While in general I do not believe in the 
transurethral resection of the ordinary benign 
hypertrophied prostate, there are certain in- 
dividuals properly falling into this badly dam- 
aged group, for whom the method may serve as 
a most fortunate solution of their difficulties. 

Three case histories, illustrative of these 
three groups, may be very briefly reviewed at 
this time. 

CasE 1. The median bar. Mr. L. Z., aged 53, com- 
plained of slowness in starting the urinary stream 
and dribbling, of two years’ duration. Examination 
revealed a moderately large, soft prostate, in which 
there was evidence of early benign hypertrophy. 
Cystoscopy revealed a definite median prostatic bar 
of the fibrous type, sufficiently marked to completely 
hide the trigone when the cystoscope was with- 
drawn into the urethra. Reflexes normal. Blood- 
pressure 150/90. Wassermann negative. Patient 
admitted to the hospital November 15, 1932. No 
_ residual urine and no preliminary catheter drain- 
age. After a few days of general medical care, trans- 
urethral resection was performed on November 19th. 
The catheter was removed on the second day. On 
the day following there was a sharp rise in tem- 
perature which quickly fell to normal within twenty- 
four hours. Apart from this there was no complica- 
tion, and the patient left the hospital in good con- 
dition, six days after operation. He was last seen 
before leaving for the South, on December 15, 1932. 
At that time the surgical result was highly satisfac- 
tory and the patient was much pleased. The urine 
was clearing and there was no residual. 


CAsE 2. Carcinoma. Mr. J. T. was a frail old 
gentleman of 70, who complained of dysuria and 








marked increased frequency of urination. There was 
a strong family history of cancer. Examination 
found the clinical signs of moderately advanced car. 
cinoma of the prostate, without metastases. Aq. 
mitted to the hospital December 7, 1931. Following 
vasectomy and the establishment of constant catheter 
drainage, there occurred a series of complications 
which rendered further surgical measures impos. 
sible. The patient developed an acute pleurisy, fol. 
lowed by phlebitis, and a persistent bilateral pyelitis, 
There were signs also of a serious chronic myo- 
carditis which responded but little to the adminis. 
tration of digitalis. Occasionally the urethral cathe. 
ter was removed in the hope that the patient might 
void normally and so avoid the need for further 
treatment, but each time it was necessary to re 
insert it. For many weeks it was felt impossible to 
consider surgery or even anesthesia. Finally, trans- 
urethral resection under sacral and parasacral anes- 
thesia was performed on March 22, 1932, 106 days 
after admission. At the same time platinum seeds 
of radium emanation were implanted in the prostate 
by means of needle applicators introduced through 
the skin of the intact perineum. Total radium dos- 
age 2112 me. hours. April 6, 1932, two weeks la- . 
ter, the patient left the hospital voiding normally. 
The postoperative convalescence had been unevent- 
ful. Continued observation was necessary of course 
over a long period in this case, but when the pa- 
tient was last seen a month or so ago, he was up 
and about and in excellent condition, with approxi- 
mately two oz. of residual urine. Rectally the pros- 
tatic process shows no advance. This patient re- 
turned for examination in Nov. 1933, 6 mos. after 
the above report was written. There was then evi- 
dence of some advance in the local process, marked 
by extension of induration in the region of the left 
seminal vesicle. There was more than 8 oz. of 
residual urine; it was thought unwise to completely 
empty the bladder. Further transurethral surgery 
was advised. I might say also in connection with 
this case, that I believe it to be preferable not to 
carry out the radium implantation and the trans- 
urethral resection on the same day. It is our usual 
routine whenever possible, to allow several weeks 
to elapse between the two procedures, so as not to 
combine the local effects of radium and electro- 
coagulation in the prostatic substance at the same 
time. 


CaAsE 3. Large benign hypertrophy of the prostate, 
in a patient unable to withstand prostatectomy. Mr. 
H. B., aged 67, was seen in July 1932, at which time 
he complained of hematuria and marked increased 
frequency of urination during both day and night. 
There were also dyspnea and edema. He had been 
examined a year and one-half before and at that 
time, with urinary symptoms less urgent, anything - 
more than medical care had been advised against 
because of obesity and hypertension, with probable 
chronic nephritis. In July, 1932 the weight was 245, 
and the general condition very poor. There were 
rales at the pulmonary bases. The previously ele- 
vated blood-pressure had dropped to 132/64. The 
heart was reported enlarged and murmurs were 
heard in the mitral and aortic areas. The urine was 
bloody. Rectal examination found a benign enlarge 
ment of the prostate, above the left lobe of which 
one could not reach. There was a large amount of 
cloudy residual urine. Transurethral resection was 
performed on August 4, 1932, after a period of pre- 
liminary catheter drainage. Spinal anesthesia was 
used. This patient was very difficult to care for 
from the beginning. The urethral catheter was not 
borne well either before or after operation, and 
there was troublesome abdominal distention. Dur- 
ing the first few postoperative days he was clouded 
mentally. He was able to leave the hospital, how- 
ever, voiding satisfactorily, 11 days after trans- 
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urethral resection. The program of aftercare has 
not been adhered to faithfully by the patient in this 
instance, but when he was last seen, September 1, 
1932, he was feeling well and had approximately two 
to three oz. of residual urine. 

In all of our cases, we have used the equip- 
ment advocated by McCarthy, including the elee- 
trotome, with wholly satisfactory results. When, 
in the earlier cases, the resection was less com- 
plete than might be, the fault has lain usually 
with the inexperience and timidity of the oper- 
ator rather than with the instrument. I doubt, 
however, that it can be expected to function uni- 
formly in all cases and I am sure that the best 
interests of our patients will not be served by 
placing this procedure on an itinerant basis. 
Transurethral resection is major surgery, not 
because of any inherent difficulty in the method, 
but because of the brittle character of the sub- 
ject and the potential dangers involved. It 
should not be performed except under conditions 
which permit experienced supervision and 
trained assistance, not only during the opera- 
tion but before it is undertaken and throughout 
the convalescence as well. 

So much has already been written upon this 
subject that it is no longer necessary to em- 
phasize the fact that the preparation of the 
patient for transurethral surgery should be just 
as meticulous as in the ease of prostatectomy. 
Moreover, the.same criteria of operability, based 
chiefly on long-established standards of cireula- 
tory and renal values, should be adhered to. It 
is especially important, also, in this connection, 
to.eliminate or reduce as much as possible the 
element of infection in the bladder, for I do not 
believe that transurethral methods should be em- 
ployed when there is marked infection, particu- 
larly of the alkaline type. Preliminary drain- 
age of course may be by urethral catheter or 
suprapubie tube with or without gradual de- 
compression, but in either event it seems best 
to forestall the development of epididymitis by 
routine ligation and partial excision of the vasa. 

Before the patient comes to the operating 
room it is well to irrigate both the bladder and 
the urethra with a bland antiseptic solution. 
We have used spinal anesthesia or sacral and 
parasacral anesthesia in all of our cases. Care 
should be taken to maintain a rigid aseptic tech- 
nique throughout the whole procedure. We 
have found that it lessens trauma and _ initial 
bleeding to carefully pass sounds gradually in- 
creased in size to number thirty before intro- 
ducing the resectoscope. ‘ 

The actual resection, of course, will always 
vary with the needs of the individual case and 
it can never be standardized in terms of the 
amount of tissue removed. We should endeavor 
so far as safe to render the urethral floor flush 
with the floor of the bladder to facilitate blad- 
der emptying, and remove so far as possible the 
obstructive tissue around the vesical outlet par- 








ticularly in the posterior quadrants. One should 
resect also the intraurethral obstructions un- 
til an open tunnel has been formed between the 
internal sphincter and the level of the veru- 
montanum. Beyond this, we have been warned, 
it is not safe to go. 


When the operation has been completed and 
bleeding satisfactorily controlled, our cases are 
kept on constant catheter drainage with fre- 
quent irrigations, for the first twelve hours or 
longer. Borie acid solution sometimes contain- 
ing ephedrin is used as the irrigating fluid. The 
catheter is left in position for from two days to 
two weeks or more; usually from four to six 
days. As yet we have not had a patient fail to 
resume normal voiding; several had complete re- 
tention before operation. In the cases which are 
slow to regain this function, it has been found 
helpful to replace the catheter at night for a 
time, to lessen the load on the kidneys, removing 
it again in the morning. When constant drain- 
age has been abandoned finally, antiseptic irriga- 
tions, using a small catheter to avoid trauma and 
fresh bleeding, should be given daily at first, and 
then at gradually widening intervals depending 
upon the needs of the given case. It is well to 
pass a sound after six weeks or two months, 
and perhaps occasionally thereafter. 

The stay in the hospital after operation in 
most cases will probably be found to average 
from ten days to two weeks. Continued care 
in the office is always advised when the patient 
leaves. 

Thus far, in our small series, we have had no 
fatality. One patient, apparently in good con- 
dition, died suddenly of an acute cardiac lesion 
while on catheter drainage in preparation for 
the transurethral operation. There has been 
no serious postoperative bleeding and only one 
patient has been seriously ill. That patient, who 
was uremic and in an extremely poor state at 
the time of admission, suffered a recurrence of 
uremic symptoms after operation, and what was 
probably an acute pyelonephritis superimposed 
upon marked preéxisting renal damage. He may 
have had also the localized infection within 
the prostate which has been so much talked 
about; we were not able to detect signs of it, 
rectally. He recovered finally and left the hos- 
pital with a good immediate result. 

In closing it may be said that our experiences 
with this new procedure have been highly satis- 
factory, especially so in view of the fact that 
it happens that most of our patients have been 
in such poor condition at the time of admission, 
that several of them at least would have had 
to be content with medical care or permanent 
suprapubie ecystostomy before the advent of 
transurethral resection. Even the persistence 
of cloudy urine and varying amounts of residual, 
less with improved technique, does not lessen the 
satisfaction found in obtaining marked ameliora- 
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tion of symptoms in so difficult a group. Trans- 
urethral resection is still a new method. Its 
true value will be determined only when the 
elapse of time has defined more accurately its 


faults and its virtues. At present it seems 
destined with little doubt, in properly selected 
eases, to hold an important place in our thera- 
peutic program. 


<i 
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OBSERVATIONS IN TRANSURETHRAL PROSTATIC 
RESECTIONS* 


BY EDWARD J. 


HE purpose of a symposium on prostatic re- 

section I believe is to discuss the advantages, 
and I hope disadvantages too, of this particular 
method. 


To properly evaluate this procedure we should 
view the problem with unbiased minds and 
also remember that old saying—‘‘No one is so 
bad but in whom some good a loving eye can 
see.’’ 

Some are apt to throw cold water on anything 
that does not carry their own label so I feel 
that we should look upon resection with open 
minds and after weighing all the evidence, then 
evaluate this surgical procedure. 

It is now over one hundred years since Guth- 
rie established as a clinical entity obstruction 
at the vesical neck as distinguished from hy- 
pertrophy of the lobes of the prostate. 

Since that time the recital of the history of 
this particular portion of the urinary tract is 
really the history of various instruments de- 
vised by a score of men designed to give relief 
to those suffering from urinary retention. 

Up to 1920 when Caulk, using the Young 
sheath, brought out his cautery-punch, one de- 
vice after another was tried and found want- 
ing. 

Stimulated by Caulk, other men brought forth 
the products of their brains and ingenuity and 
due principally to Stern and McCarthy, we have 
the wonderful instruments of precision which 
we are using today for prostatic resection, so 
aptly spoken of as the burning question of the 
hour in urology. 

The operation has gained wide popularity with 
urologists all over the country with the pos- 
sible exception of conservative New England. 

Some of the older surgeons have been ‘‘ thumbs 
down’’ on the method whilst some of us younger 
ones have with timidity and temerity, feeling 
that men like Davis, MeCarthy, Braasch, Bum- 
pus, Collings, Kirwin, cannot all be wrong have 
decided to see for ourselves what value this 
method possesses. 

I happen to be one of those who has ventured 
forward and tonight offer the observations and 
results in a small series of eighteen cases of 
transurethral prostatic resection. 

The first four cases which we resected brought 


*Read at the meeting of the New England Branch of the 
American Urological Association, May 18, 1933. 

7O’Brien—Visiting Urologist, St. Elizabeth’s Hospital. For 
record and address of author see “This Week’s Issue,” page 
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forth such spectacular immediate results that, 
because of enthusiasm so aroused, we felt that 
this was a simple procedure and somewhat of 
a panacea. 

However, we were soon disillusioned and then 
realized that the procedure was not so simple 
and was attended with much danger. Those 
who first brought forth this method of treating 
the obstructing prostate were quite emphatic 
in stating that resection was a minor surgical 
procedure and could be used in all types of 
obstruction. Some have, in recent communica- 
tions, modified these claims. 

We want to go on record now by stating most 
emphatically that transurethral prostatic resec- 
tion is a procedure that is anything but sim- 
ple. It is by no means a minor operation but 
on the other hand a very technical procedure, 
requiring a vast amount of patience and skill 
and is also loaded with much dynamite. It 
should be done only by those who are thorough- 
ly familiar not only with cystoscopy but en- 
dosecopy and not by the occasional eystoscopist. 

Furthermore, I agree most heartily with Al- 
cock when he states—‘‘the only way to learn 
this method is by actually doing it. I know 
of no way you can teach another man to do this 
particular thing.’’ 

Whilst our series is a small one the results 
have been surprisingly good and therefore we 
are rather enthusiastic over the procedure and 
feel that it has its place in the treatment of 
prostatic obstruction and is here to stay. 

For certain types of obstructions the superi- 
ority of resection is undisputed, especially the | 
scierotic, as well as for median lobe hyper- 
trophies which are not too large. 

However, in the true large intravesical hyper- 
trophies it must be confessed that resection is 
in the experimental stage. 

There is apt to be much controversy and a 
wide diversity of opinion as to the value and 
proper extent of this method and I feel that 
time and the judicious use of the method will de- 
termine its proper place in the battle against 
prostatic obstruction. 

It is true that this procedure is diametrically 
opposed to surgical concepts of those who have 
elevated the surgery of the prostate gland to 
the high standard it now enjoys. They have 


decreed that in order to effect a cure that all 
of the obstructing gland must be removed. How- 
ever, the operation of transurethral removal of 
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obstructing tissue rests on logical ground and 
Bumpus so aptly covers this point when he 
states—‘‘It endeavors to correct obstruction by 
removal of the obstruction only, and not re- 
move tissue that does not obstruct.’’ 

Any method that will produce results is wor- 
thy of a just trial. 

During the past eight months I have used it 
in malignaney, sear contraction following pre- 
vious prostatectomy, simple fibrosis and in cases 
of complete retention due to hypertrophied mid- 
dle and lateral lobes with gratifying results. 


EQUIPMENT USED 


I have used the McCarthy ‘‘Resectoscope’’ 
with the bakelite sheath and three different 
makes of spark-gap machines. I have had no 
experience with the so-called ‘‘tube’’ type of 
eutting machine. At first the cutting loops sup- 
plied were very fragile and did not cut so well. 
They were poorly insulated and apparently 
could not stand up under the powerful cutting 
current. A heavier wire and much better type 
of insulation is now being supplied and it has 
been my experience that the new loops stand up 
under pressure and are far superior in cutting 
qualities to those first supplied. 

These new loops have made it possible to cut 
larger bites and it has been observed by me that 








These are photographs of several pieces of prostatic tissue 
removed with the McCarthy Resectoscope. With the inch scale 
you can visualize the size of the pieces of tissue. 
there is less searing of the cut surfaces which 
I think is an important factor in the post- 
operative convalescence. 


I will now show a slide demonstrating that 
the surface coagulation amounts to less than 1 
mm. in thickness. 


PRELIMINARY TREATMENT 


These eases should be hospitalized and award- 
ed the same preliminary treatment as for pros- 
tatectomy. The bladder should be gradually 
decompressed and careful recognition of the 
blood chemistry, blood counts, and clotting time, 
ete., should be made. Fluids should be forced 
and careful note made of the intake and out- 





put. Every effort should be made by bladder 
lavage and the use of urinary antisepties to ren- 
der the bladder and urine as clean as possible. 
I have not done any vasectomies in this series. 

As regards preliminary cystotomy this should 
be done when indicated, especially in badly in- 
fected bladders and those with uremic symp- 
toms. 

In this series five cases had suprapubic eys- 





Lantern Slide X 250.* 

Photomicrograph of section of a piece of resected prostatic 
tissue. At the base of the slide is a small amount of relatively 
normal connective tissue with well-stained nuclei—above this 
is a wide zone of coagulation in which no cell outlines or nuclei 
are visible and above this a narrow zone of charring. There 
is less than 1 mm. of destruction due to the cutting current 
about the edges of the tissue. 
totomies done, due to the above specified condi- 
tions. 

I have used a large Pezzer catheter supra- 
pubieally and find that if the catheter is pulled 
taut and a Kelly clamp applied close to the 
abdominal wall that the bladder is held nearly 
water-tight during the resection. 

Here I want to issue a warning that may pre- 
vent serious trouble and that is the careful 
watching for overdistention of the bladder whilst 
operating. It has been my experience that due 
to clots perfect backflow through the sheath may 
be impeded and before you realize it you have 
the bladder distended well above the symphysis. 
One should have an assistant watch this in or- 
der to prevent extravasation and also rupture 
of the bladder or of a diverticulum, an instance 
of which has been reported by one author. 


TECHNIQUE 


Regarding the actual technique, I have fol- 
lowed that described so amply by McCarthy. I 
have found in the employment of the spark-gap 
machine that in the excursion of the cutting 
loop I observed less bleeding and cleaner cut- 
ting, if it occupied from seven to nine seconds. 

In those cases where suprapubic cystotomy 
has not been employed I have, when possible, 
explored the bladder with the simple observa- 
tion cystoscope so that I would have a perfect 
picture of the bladder and its outlet and also 
ascertain whether caleuli, diverticuli and neo- 


*Editor’s Note: This illustration has been slightly reduced. 
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plasms complicated the bladder neck obstruc- 
tion. 

After exploring with the foroblique telescope 
and having made a decision as to just what sort 
of a problem was at hand I planned my attack 
and set to work. With cutting loop extended as 
far as it will go I attempt to visualize the actual 
excursion of the loop and the tissue it will en- 
gage by manipulating the loop handle before 
applying the cutting current. I then contact 
the cutting loop to the vesical aspect of the ob- 
struction, holding the instrument in the left 
hand and with the right hand manipulate the 
arm controlling the excursion of the cutting 
loop. After each excursion the telescope and 
cutting loop are removed from the sheath and 
usually the cut tissue will come out with it: 


The sectioned piece, if it does not come out 
with the sheath, may be expelled in the irriga- 
tion. Very often it does not come away, espe- 
cially if the cutting is very clean and then I 
find that in most instances you ean fish it out 
of the bladder with the loop. 


BLEEDING 


When cutting, it is rather imperative to see 
that the continuous irrigation is free and that 
the outlet is wide open, if not you are apt to 
burn out the bakelite sheath as was my expe- 
rience in one case where my assistant did not 
open the outlet flow when the cutting current 
was working. 

In the search for bleeding points I find that 
the outlet should be closed. If the irrigating 
fluid is allowed to run in with the outlet closed 
the bleeding points will appear as if smoke were 
coming from a chimney and thus recognized 
may be easily coagulated. 


After you have decided that sufficient tissue 
has been removed you then, through the sheath, 
insert a 22 to 24 F double eye soft rubber cathe- 
ter and arrange it so that it will insure contin- 
uous drainage. The irrigation now should be 
clear enough to assure one that he is dealing 
with only a slight ooze and not a real hemor- 
rhage. Some operators have stated that drain- 
age must be absolutely clear at this time. I 
must confess that in only two eases have I felt 
that the drainage was absolutely clear when I 
finished operating. 


The amount of tissue to be removed has been 
the big problem with me. One case which I will 
bring to your attention caused me much concern 
inasmuch as I had to resect his prostate four 
times before acquiring a good result. He had 
a large intravesical type of prostate with thirty- 
six ounces residual. I finally discharged him 
with no residual and a clear urine. It hap- 
pened in this case that I removed the median 
lobe and then the lateral lobes folded over into 
the vesical outlet and as a consequence the 
obstruction was only partially relieved. 





ANESTHESIA 


Most operators have used caudal, sacral and 
parasacral anesthesia but I have employed 
spinal exclusively. I used at first 150 or 100 
mes. of novoecain erystals because it took me 
from one hour to one hour and forty-five min- 
utes to complete the operation. 

In my recent cases I have used 75 to 100 mgs, 
of novoeain crystals inasmuch as I have found 
that this amount has afforded me sufficient anes- 
thesia to complete the procedure. It now takes 
me about one hour to complete a resection in 
eases where there is not much bleeding. 


POSTOPERATIVE CARE 


Careful and constant intelligent care of the 
retention catheter is the most important item of 
aftereare. It should be irrigated every hour 
during the first twenty-four hours following 
operation, for it is most important to keep the 
catheter from being blocked so that it will drain 
constantly. If this is done the patients are very 
comfortable. Urinary antiseptics are given and 
fluids foreed and regular diet is given on the 
day following resection. 

The catheter is withdrawn when the urine is 
free from macroscopic blood and the tempera- 
ture is down to normal. I have kept the eathe- 
ter in from three to ten days, the average being 
three to four days. I have made it a practice to 
fill the bladder with warm boric solution before 
withdrawing the catheter and then attempt to 
have the patient void. 

One of my cases was unable to void at all and 
I had to put him on drainage again for a week 
and then do a second resection. Another had 
only a small stream and being unable to empty 
his bladder I had to resect him a second time. 


COMPLICATIONS 


The complications encountered were hemor- 
rhage, fever, epididymitis, uremia, local infec- 
tions of prostate and embolism. All of the 
cases showed some slight amount of postopera- 
tive oozing but this usually cleared up in two 
or three days. 

In only one case was I concerned about hem- 
orrhage and this bleeding was controlled by irri- 
gation and ceased in twenty-four hours. 

Five cases had epididymitis, an average of 
twenty-seven per cent. One case appeared six 
weeks following operation and all responded 
readily to local treatment without surgery. 

Only one of the cases showed surgical shock 
but all ran fevers ranging from 99.2° F to 
103° F. The elevation in temperature usually 
subsided in a few days. 

In the past nine months eighteen patients 
were resected. One patient who was 79 years of 
age with a large median lobe died on the fourth 
day very suddenly of embolism and another 
with hypertrophy of the middle and bilateral 
lobes died at home thirty-five days after resec- 
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tion. Thirteen I considered had excellent re- 
sults, three were fair and two were poor. In 
this series three had complete retention of from 
8 to 36 ounces, an average of 14 ounces. Thir- 
teen had preliminary catheter drainage and five 
had suprapubic cystotomies previous to resec- 
tion. The average postoperative hospital stay 
was twelve days. 

Two of these cases were obstructions of the 
median bar type, one was a carcinoma and one 
a case of sear tissue formation following a pre- 
vious suprapubic prostatectomy. Six were 
classed as median lobes and eight as bilateral 
and median lobe enlargement. The results in 
the case of carcinoma and that of scar tissue 
formation following suprapubic operation were 
excellent as were the two cases of median bars. 

I feel that I should acquaint you with the 
facts in the two fatal cases at this point. 


CasE No. 18710. Choate Memorial Hospital. H. B., 
aged 79. His chief complaints were pain, difficulty, 
occasional dribbling and nocturia. He had 9% 
ounces residual of urine that was not badly infected. 
He was on drainage five days. His N. P. N. was 
25.5 mgms., had a normal output and general con- 
dition considered good for a man of his age. He 
had an enlarged middle lobe with slightly enlarged 
lateral lobes. On May 10, 1933, I resected 5.8 grams 
of prostatic tissue and had no trouble with bleeding. 
Twenty-four hours later his temperature rose to 
103° F. and he began to vomit. Using intravenous 
glucose, hypodermoclysis and digitalis, he responded 
to treatment and appeared to be doing well when 
on the evening of the fourth day he suddenly died. 


The other death occurred thirty-five days fol- 
lowing resection at home of cardiac failure and 
uremia. While I do not believe resection was 
the direct cause of this death, I believe that no 
symposium will serve its purpose unless we 
state facts as they are. 


CassE No. 17820. July 5, 1932. P. W., aged 70. 
Had chronic cardiac disease for thirty-five years. 
For eighteen months past has had much dysuria, 
frequency and difficulty. Had a large smooth pros- 
tate mostly median lobe hypertrophy. Catheter 
drainage was instituted but the patient did not show 
enough improvement, so on July 22nd a suprapubic 
cystotomy was performed. His improvement was 
such that on August 5th resection was done. He 
had a rather severe postoperative reaction but ral- 
lied and on August 15th his condition was considered 
good. Twenty-five days following resection he left 
the hospital and died ten days later at home. I feel 
that this is a case where I should have sent him home 
at first with a permanent suprapubic tube and never 
made any attempt to submit him to surgery. 


In this series two cases had to submit to a 
second resection while one case was resected 
four times before he had no residual. This case 
is worthy of being brought to your attention. 


CASE No. 34159. Cambridge City Hospital. A. W., 
aged 69. Had frequency and difficulty and hyper- 
trophy of both lateral and median lobes. In August, 
1932, he had 36 ounces residual of foul smelling 
urine and after two weeks’ preliminary drainage I 
resected him and he left the hospital twelve days 
later still having 18 ounces residual. He was re- 
sected again on December 2nd and after six days 








left the hospital with 12 ounces residual. He re- 
turned a month later and still had 12 ounces resid- 
ual. He complained that he could urinate perfectly 
whilst sitting down but had difficulty when standing. 
I did a third resection and he left the hospital in 
seven days with eight ounces residual. He returned 
again in April, 1933, and after removing five grams 
more of prostatic tissue he left the hospital in 
eight days able to completely empty his bladder. 


This is a good example of a case that I do not 
believe would have stood prostatectomy but by 
easy stages was relieved with a total of thirty- 
three postoperative hospital days. 


CASE No. C-2386. St. Elizabeth’s Hospital. H. D., 
aged 71, clerk. He entered the hospital on July 
19, 1982. Had been catheterized for several days 
before entering the hospital and finally had acute 
retention. On July 28th, after eight days of cathe- 
ter drainage he was resected and five days later 
when the catheter was removed he could not void. 
On August 9th a second resection was done. On 
August 13th the catheter was removed and the pa- 
tient voided having four ounces residual. He was 
discharged on August 16th, nineteen days following 
first resection. On October ist he had a clear urine 
and no residual. 


The other case which I had to resect twice 
was done at the Brooks Hospital. He was a 
painter, aged 63, whose story reads about the 
same as the above-noted case. This man is now 
very well and has no residual urine. 


To show what may be done in very poor risks, 
I will give you an abstract of a case of a very 
large intravesical hypertrophy which would 
never have stood open operation. 


CAsE No. 5093. Forest Hills Hospital. J. H., aged 
74, laborer. For four years he had all the symp- 
toms of obstruction with intermittent acute reten- 
tion. On August 17, 1932, he was brought to the 
hospital with bladder distended up to the umbilicus. 
Blood Pressure was 180/102. N.P.N. 60 mgms. per 
100 cc. of biood. His heart was decompensated and 
the bases of both lungs were filled with fluid. I felt 
that surgery had nothing to offer him. He was kept 
on permanent catheter drainage for one month at 
the end of which time the N.P.N. was 36 mems. 
per 100 cc. of blood. The cardiorespiratory condi- 
tion had improved. I did a resection under spinal 
anesthesia and he left the hospital on the eleventh 
day following the operation. He has enjoyed good 
health since and has a urine that is quite clear. I 
cannot report as to whether he has any residual 
for he has persistently refused instrumentation of 
any sort feeling that if he submits to catheteriza- 
tion “something might be started’. 


I believe that too much stress has been laid 
on short hospital stay. It is true that these 
patients are able to go home after a short hos- 
pital stay, but they are in need of surgical atten- 
tion and as half of my cases have been private 
eases this may explain a longer hospitalization 
than some writers report. 


CONCLUSION 


Prostatic resection is a step forward in treat- 
ing obstructions of the vesical neck but not a 
panacea. 
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It is indicated in prostatic obstruction of the 
median bar type and in obstructing carecino- 
mata. 

It is a difficult technical procedure attended 
with many possible serious complications. 

It must be decided what is the comparative 
risk of the method to the patient, in comparison 
with the methods now employed and which have 
been tested for many years. 

It has its place but time alone and the proper 





use of the operation will, over a long period of 
time, render us its true relative value. 

There is no doubt but what the mortality 
rate and results will improve with  experi- 
ence and acquired skill. This is aptly proved 
by Alcock, who in his first 50 cases had a mor. 
tality rate of 24 per cent, 6 per cent in his see. 
ond fifty and only 4 per cent in his third fifty 
cases. His mortality was only 4 per cent in his 
last 100 cases out of a total of 175 to date. 


ne 


PROSTATIC RESECTION AT THE LAHEY CLINIC* 


BY JAMES B. HICKS, M.D.T 


URING the last year the subject of trans- 

urethral prostatectomy has undoubtedly re- 
ceived more attention than any other in urology. 
Highly satisfactory results from its use have been 
reported by some and quite unsatisfactory ones 
from others. Somewhere between these two ex- 
tremes we believe is the true position of this 
procedure. 

Those urologists who have had a very exten- 
sive experience with the operation, by observa- 
tion of their eases have been able to evolve for 
themselves, true value, its limitations, its 
technical difficulties, and its risks of morbidity, 
and mortality. Although our number of cases 
is not large, we think an analysis of them 
strongly supports certain conclusions. 


its 


That the method has a wide field of usefulness 
but is not suited to all cases of obstructing le- 
sions of the prostate, the majority of urologists 
are convinced. Therefore, the real problem 
seems to be in determining which types of cases 
should be treated by it and which should not. 

Its greatest dangers seem to be due to tech- 
nical errors in operating, hemorrhage, and sep- 
sis. While all three of these principal complia- 
tions can be decreased greatly by experience of 
the operator they will always remain as ever- 
threatening and require the best surgical skill 
and judgment for their proper control. Con- 
sequently, the procedure cannot be regarded as 
one of a minor nature, but it should be treated 
with just as great respect and caution as any 
operation of major importance. 

In this discussion we shall speak of three 
principal types of prostatic disease causing 
urinary obstruction; benign prostatic hyper- 
‘trophy, carcinoma of the prostate, and median 
bars or bladder neck contractures. The term 
small fibrous prostate is employed to designate 
that type of benign obstructing prostate in 
which there is a marked grade of fibrosis, prob- 
ably from chronic inflammation. These glands 
when enucleated weigh from fifteen to thirty- 
five grams. 

*Read at the meeting of the New England Branch of the 
American Urological Association, May 18, 1933. 


tHicks — Urologist for. the Lahey Clinic. 
address of author see ‘‘This Week’s Issue,’’ 
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Our patients are carefully studied by history, 
physical examination, residual urine tests, eysto- 
urethroseopie examination, and renal function 
determinations. They are prepared for opera- 
tion by constant urinary drainage, large fluid 
intakes, urinary antisepties, bladder irrigations, 
and laxatives. These measures are continued 
until there is an indication that there is a maxi- 
mum of improvement from them. 

Postoperatively constant urinary drainage is 
maintained by the use of an indwelling urethral 
catheter from one to two days until the urine 
is clear of blood for at least twenty-four hours. 
3orie solution irrigations are used often enough 
to keep the catheter draining freely. At the 
time when the catheter is removed the bladder 
is filled with borie solution, the patient observed 
as to his ability to micturate and as to whether 
any bleeding occurs. When bleeding is noted, 
the catheter is immediately replaced. 

All patients are tested for residual urine be- 
fore leaving the hospital, at intervals of one 
month, three months, six months, and twelve 
months when possible. Practically all cases 
have reported regularly and those who have not 
been seen personally have reported by mail. 

Sacral and field block anesthesia is used in 
operating. The vasa are ligated as a routine. 
All of the recovered tissue is weighed and ex- 
amined pathologically. From three to eight 
erams have been obtained as a rule with a. 
maximum of twenty-four. The McCarthy re- 
sectoscope, energized by the comprex oscillator 
machine, has been used in all eases. 

Forty patients with prostatic obstruction 
have been subjected to this method of treatment. 
Five of these patients were exceedingly poor 
surgical risks and it is very doubtful if any of 
them would have survived an open operative 
procedure. None of these five died from pros- 
tatic resection however. (Table 1.) 


The list of our complications is as follows: 


1. Deaths 

Secondary hemorrhage 

Periurethral abscess 

Operative failure 

Partial incontinence when standing 
Ruptured bladder 


BEER Coto 


2. 
3. 
4, 
5. 
6. 


Both deaths, two secondary hemorrhages, the 
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periurethral abscess, and the operative failure, 
all occurred in patients with large benign 
glands. One additional patient in this group of 
seven has persisting bothersome urinary symp- 
toms although there is no residual urine. Only 
three have entirely satisfactory end results. 

One secondary hemorrhage, and two severe 
temperature reactions occurred in patients with 
small fibrous glands. The twelve done, how- 
ever, are living and have satisfactory end re- 
sults. 

One patient with a bar and a carcinoma of 
the bladder both of which were treated by the 





tous tissue. Unless restoration does occur poor 
functional results are to be expected. 


CONCLUSIONS 


1. Transurethral prostatectomy is a highly 
technical procedure which carries a very 
appreciable risk of morbidity and mortality. 

2. Its great dangers seem to be due to tech- 
nical errors, hemorrhage, and sepsis. 

3. Good results may be expected from its use 
in cases with median bars, carcinoma of the 
prostate and small fibrous prostates. 








——— 


TABLE 1 
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Slight Temp. 
Hem. Primary 


Severe Temp. 
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Mild Temp. 
99-100° 


100-101° 





Grade III benign hypertrophy 
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Bars and contractures 
Carcinomas 
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resectoscope has partial urinary incontinence 
when standing. No other complications have 
been encountered in the patients with bars and 
earcinomas of the prostate. 


COMMENT 


We shall follow our patients long enough to 
determine the ultimate end results as sufficient 
time has not elapsed to judge finally as to re- 
eurrences. At present we are entirely satisfied 
with the outcome of the operation in patients 
with bars, carcinoma of the prostate, and small 
fibrous glands. The large benign glands have 
discouraged us sufficiently to cause us to dis- 
continue its use in this type of ease. 

Judging from the amount of tissue obtained 
in the average case, probably the removal of 
about one sixth to one fifth of the total gland is 
sufficient to relieve obstruction as a canalization 
is all that is sought. Consequently the larger 
the gland the greater is the amount of. tissue 
As this tissue is always infected or 
becomes infected following operation, a good 
culture medium and ideal conditions are sup- 
plied the infesting bacteria by the serum and 
devitalized tissues sealed in the glandular ducts 
by coagulation and edema. These facts seem 
to offer the logical explanation for the severer 
complications in the larger glands. It seems 


improbable also’ even though patients of this 
class did successfully withstand the operation 
that good results can be expected. The pros- 
tatic urethra when greatly distorted can never 
be restored to a normal contour by any opera- 
tion that does not remove the entire adenoma- 





4. It does not seem to be a suitable operation 
for large adenomatous glands. 

5. Many patients with bars, carcinomas, and 
small fibrous glands who are too poor sur- 
gical risks for open operations successfully 
undergo this operation. 

6. While transurethral prostatic resection has 
a good wide field of usefulness it can never 
replace the enucleating type of operations. 


DISCUSSION 


Dr. ArtHUR L. CHUTE: I have been greatly inter- 
ested in some of the things that have come up tonight. 
I remember nearly 40 years ago when I was a house 
officer that they were talking of doing, and worse yet, 
were doing double castration for prostatic obstruction 
in a proportion of cases. ‘Then came Bottini’s opera- 
tion, and we have had outbreaks of modifications 
every so often since. It seems to me that a mortality 
of 20 per cent is outrageous unless we are doing 
experimental surgery and I think it is all due to 
the same old trouble, sepsis and inadequate drain- 
age. 

I have been much surprised that anyone should 
bring up the question of previous drainage. That 
is what this operation was supposed to avoid, that is 
to be able to go ahead and get the prostate out 
without that. It seems to me that this is very inter- 
esting but that it hardly meets any of the, prob- 
lems. You speak of the inability to do these big 
prostates on most men. Of course, we can do them. 
However, it means time and you cannot go ahead 
without careful preparation. While I am very much 
interested, I think this should be studied more 
critically for there is certainly something in it, but 
at the present time, it is really a disappointment to 
me to see its apparent small scope. The percentage 
of cures is not justified by the mortality and I 
believe we want to be very careful about the way 
we use it. 
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Dr. E. GRANVILLE CRABTREE: AS most people know, 
I have stood on the conservative side of this ques- 
tion. My reason for this position is that I feel that 
greater than justified expectations from this opera- 
tion have been promised to the medical profession 
and the laity, in such a way that every hospital has 
been converted into an experiment station and every 
urologist and some others into experimenting 
surgeons. 

I have felt all along that a certain amount of 
misrepresentation has been responsible for this un- 
fortunate situation. It would have been possible for 
some of the facts which are now appearing, to have 
been worked out by the sponsors of this operation 
before the project was launched with the wide pub- 
licity which it received. 

We have performed prostatic resection in but.a 
few cases at the Beth Israel Clinic. I, personally, 
have done four. One of these was a fibrous bar and 
gave excellent results. I did the case which Dr. 
Brodny has reported as a mortality in a diabetic 
with death due to septicemia. One cancer case gave 
an excellent result. In a recent case it was inter- 
esting to note that when the cold punch was used 
to remove the tissue and hemorrhage controlled by 
the employment of an intraurethral bag of home 
design, with all coagulation eliminated, the patient 
made a short convalescence and was free from any 
fever whatever. This was an attempt to go Bumpus 
one better by the total elimination of cautery. 
There has been sepsis in these four resection cases 
very similar to the picture presented in Dr. Hicks’ 
report. I agree with Dr. Chute that I do not like 
sepsis. I came into urology when there was con- 
siderably more sepsis in our cases than there is 
today. I helped to work toward its elimination. 
This transurethral procedure is a return toward 
sepsis which I dislike very much indeed and which 
I will do a great deal to avoid. 

I have been interested to note that many prac- 
titioners of resection, some of whom were among 
those who formerly recognized no limitations to 
the procedure, are now hedging. One is now ad- 
vocating two weeks’ preliminary dilatation of the 
urethra preparatory to the passage of the large 
resection instrument. Mathe also advises such pre- 
liminary preparation of the urethra because of the 
occurrence of extensive and permanent damage 
either from the dilatation or from leakage of the 
current. Many are advocating prolonged stays in 
the hospital up to two weeks or more after resec- 
tion. A few still prefer that the patients have their 
complications at home, out of the hospital records. 
All have come to realize that sufficient preparation to 
fit the individual case must be given before this 
operation or any other is employed. Bumpus ad- 
vocates introducing no sepsis by avoiding constant 
drainage in those cases without residuals or with 
small uninfected residuals. 

Recently, Caulk has attempted to determine what 
becomes of the high power current which many, 
with little knowledge of electricity, are blithely in- 
troducing into patients. His publication, when it 
appears, will be read with great interest. 

By the use of thermocouples at a distance of 
-1-114%4 centimeters from the point of application of 
the current, he notes that a single resection cut will 
raise the temperature at that remote distance to a 
point near to devitalizing of tissue, while three cuts 
of the same length in the same area raise the tem- 
perature well above the devitalizing point, yet the 
slough which attends devitalizing may appear weeks 
later rather than at the time of operation. 

Let me mention a few more facts regarding the 
Beth Israel Hospital cases. 

Altogether, ten resections have been done. There 
have been temperatures ranging from 100° to 105°, 








with chills in all cases except four. One died of 
septicemia after such resection. There has been one 
severe urethritis, the urethrogram from which patient 
I will now show you. We have had two caseg in 
which re-operation was necessary. The first case 
had a duodenal ulcer and was a patient in poor con. 
dition but with an uninfected two ounce residual. 
He had been in and out of the hospital repeatedly 
because of symptoms. Resection seemed eminently 
fitted for his problem and was done. Within two 
months he returned with a decomposed bladder 
foully infected. He is now in process of undergoing 
prostatectomy. An interesting finding in his prostatic 
region is that following the cautery there appeared a 
ring of whitened tissue % centimeter beyond the 
internal orifice. We felt that the current used may 
have been more powerful than we would now em- 
ploy. The specimen removed at prostatectomy showed 
this white area to be a true leukoplakia. 


The other case was interesting in that a suprapubic 
cystotomy was necessary because of the condition of 
the patient. When, after a long period of preparation, 
operation was advisable, a great deal of tissue was 
resected on two occasions and a very satisfactory 
appearing channel through the gland, produced. His 
suprapubic sinus remained open, his bladder resid- 
ual ranging from 15-18 ounces for a period of six 
months, at which time 20 grams of prostatic tissue 
was enucleated. Inelasticity of the prostatic bed 
was the pronounced finding noted at operation. He 
healed within two and a half weeks after operation. 
He now has no residual and his urine is clear of 
infection. 


Dr. E. L. Merritr: Some one has said that we 
were given two ears and only one mouth, in 
order that we may hear twice as much as we say, 
and I had intended to come here tonight simply to 
listen but I cannot refrain from saying something 
on this subject. Those of you who arise very early 
in the morning and who sit up late at night may, 
from time to time, have listened in to a radio 
broadcasting station in the southwest part of our 
country where they talk on certain types of treat- 
ment for prostatic hypertrophy and I think the 
American Medical Association and organized Med- 
icine have deprecated the cheap advertising that has 
been done in this work. Yet, since this transurethral 
method of approach for hypertrophy of the prostate 
has appeared, I think that in urology all we need 
is the radio broadcasting to put it on the same cheap 
basis and I am very sorry to see our field of medicine 
so cheapened. I do not know whether in Boston 
you have salesmen for various surgical supply houses 
who come into your office and act tremendously 
surprised to find you are still doing the open 
operation of prostatectomy and inform you, you are 
twenty miles behind the parade, but in the small © 
towns that is what happens. I have had a number 
of them walk into my office and bluntly inform me 
that I am not up with the procession because I 
still do prostatectomies and also I have had them 
offer to come down to the hospital and show me how 
to do the new transurethral operation. I do net 
want any one to feel that I am so old-fashioned that - 
I do not want to try anything new. I have been using 
the so-called cold punch for some five to six years 
in certain selected cases and I still do so, but I am 
absolutely opposed to the kind of talk and cheap prov- 
aganda that has gone on in the last year or two 
in regard to transurethral prostatectomy. 

Those of you who went to Toronto last year will 
remember that very wonderful paper by Dr. Alcock. 
It will go down in urological history as one of the 
finest presentations made on the subject because it 
was so honest and straightforward. You will recall 
that the crowd rose and cheered when he finished. 
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In the places where open prostatectomy is no longer 
being done, I do not believe the patients are re- 
ceiving the best treatment and I commend our 
speakers tonight for their conservative attitude 
and for the straight thinking they have given us 
along this line when they say this treatment should 
not be used in all cases. It certainly should not, as 
it is absolutely impossible to treat properly these 
very large adenomatous prostates by any such 
method. From what Dr. Crabtree said a few moments 
ago, it will be seen that we are rapidly getting back 
to the earlier open surgical method of treatment. 
The time of preparation has been lengthened, and 
all methods of procedure seem to have been 
lengthened so that the very thing for which this 
operation was originally intended is changed. It was 
originally believed that this procedure would in- 
convenience the patient just a day or two. That 
was one of the first reasons offered for its use and 
yet we are finding this a real surgical procedure 
and that real preparation is essential. 


In regard to the transurethral method, in a recent 
statement in the Mayo Clinic Bulletin, Bumpus 
stated that he has resorted to the cold knife because 
in his opinion a cut with the knife heals quicker 
than a wound that is cooked with the electrical ap- 
paratus and also that it lessens sepsis. I also feel 
that we have been shown here tonight that the 
great danger is sepsis. 


Dr. J. D. Barney: I can add but little in the few 
moments at my disposal. I perhaps indicated that I 
had been as conservative as I could be. I started out 
being so and my experience made me more so. I 
have done only six private cases, the rest have 
been hospital cases. I think there is something to 
be said on the subject from the fact that the average 
hospital case in every public ward has not the powers 
of resistance of the private case, because in the 
Baker Mémorial, out of 24 cases, only one died, 
whereas in the general hospital there was quite a 
different type of man, and nine died. Of the six 
private cases there were no deaths. I agree that this 
prostatic resection has a field of usefulness but I 
think the field is limited. We have to be extremely 
careful how we select our cases and very meticulous 
in the technique from every possible point of view. 
The more we go on with it, the more we realize 
that prostatectomy, perineal or suprapubic, is in 
the majority of cases the operation of choice. 


Dr. FrercHer H. Cortsy: I am sure we have all 
enjoyed the very honest exposition on prostatic re- 
section. I would only like to add one thing to it. 
The death at the Baker Memorial was a case of 
mine. This was a man in excellent condition, about 
65 years old, with early cancer of the prostate. He 
had an uninfected urine, low n.p.n, and a very good 
phthalein excretion. He was possibly a good candi- 
date for total prostatectomy. However, he refused 
the more serious operation. This resection was ex- 
plained to him and he chose that. His prostate was 
resected and at the same time about 600 me. of 
radium were put into his prostate through the perine- 
um, in gold seeds. He developed bronchopneumonia 
about a week after the resection and died. He was 
autopsied, his bladder around the region of his pros- 
tate was gangrenous and sloughing. There is no 
question but that that was the focus of his broncho- 
pheumonia and bronchopneumonia was caused by 
the prostatic resection. Whether the added trauma 
to the prostate by radium application had anything 
to do with this I am sure I do not know. I feel it is 
possible that it did. However, in all fairness to sta- 
tistics, such cases of bronchopneumonia and pulmo- 
nary embolus which are results of sepsis should be 
included as deaths from the resection itself. 





Dr. C. N. Peters: We have done 25 cases of pros- 
tatic resection at the Maine General Hospital, Port- 
land, and I can report 20 of them favorably. Three 
cases died, one of ruptu:e of the bladder which was 
recognized immediately but the patient died of sur- 
gical shock. Two died from sepsis. Two cases had 
suprapubic operations afterwards. On one of these, 
the suprapubic operation was done immediately for 
terrific hemorrhage at the time of resection. The 
gland was removed and the patient recovered. The 
other suprapubic operation was done about 15 days 
after resection. It was on a carcinomatous prostate 
and an unsatisfactory surgical result had been ob- 
tained from the resection, but the patient did not 
want to be resected again so I opened his bladder 
and removed a portion of the gland. The failure in 
that case was caused by too little removal of tissue. 

I feel regarding resection that the mechanics of the 
procedure are very nearly perfect in a selected type 
of case; and I feel that sepsis is caused by failure of 
our electrical current, making a large area of de- 
vitalized tissue. 

We have hospitalized our cases a great deal longer 
than most cases, reports of which we have been able 
to get from men who have advocated this procedure 
except Alcock. I think three weeks has been the av- 
erage. We have had no cases in which we did not 
get infected urine and invariably the cases show tem- 
perature reaction after resection. I am conservative 
but I feel that the procedure certainly is a step in 
advance in urological surgery. 


Dr. CHARLES J. E. KickHAm: In the midst of these 
alternating expressions of pessimism and optimism on 
the question of prostatic resection, I am prompted to 
discuss an interesting case which was recently en- 
countered at the Pondville State Cancer Hospital. 

The patient, a man of seventy years, was admitted 
to the Hospital with complete urinary retention. He 
was immediately placed, with gradual decompression, 
on constant catheter drainage. A diagnosis was made 
of carcinoma of the prostate, advanced, with metas- 
tases to the spine and pelvis. His history disclosed 
the fact that he had been previously treated for 
cerebrospinal lues. His pupillary and patellar reflexes 
were inactive, and his Romberg test positive. How- 
ever, the blood and spinal fluid Wassermann were 
negative. It was felt then, in view of the advanced 
stage of the prostatic disease and the evidence of 
metastatic malignancy to his spine and bony pelvis, 
that no treatment was indicated other than deep 
x-ray therapy and medical care. After he had been on 
catheter drainage for many weeks without improve- 
ment, and in spite of antiluetic treatment, it was 
felt advisable to help him in some way. He was a 
man in fairly good health and was buoyed up with 
great hopes due to the fact that the patient in the 
adjoining bed had previously been resected with ex- 
cellent results. He requested us to operate on him 
and free him from the cares of catheter life. After 
the patient had been made cognizant of the possibili- 
ties of failure, we, with some misgivings as to the 
efficacy of the procedure in this particular case, did a 
resection on April 6th. Ten days after operation, the 
catheter was removed but the patient still had com- 
plete retention. However, on a régime of intermittent 
catheterization and irrigations of the bladder, his re- 
sidual urine diminished from 20 ounces to eight 
ounces which it is at the present time, and it is felt 
that under this treatment it will be even further 
diminished. ; 

This is really a very interesting case, showing the 
presence simultaneously of a neurological disturbance 
and a mechanical prostatic obstruction. The result in 
this case proved the resection justifiable. 

Another experience with an early case at the 
Carney Hospital is worthy of comment. The patient 
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received the usual preparation for resection, and 
caudal anesthesia was given. When we attempted to 
pass the sheath into the bladder we were unable to do 
so. This was not due to any obstruction, but to the 
fact that the urethra was so elongated that the 
bakelite sheath would not enter the bladder. 

It may be added that as a preoperative and post- 
operative treatment of alkaluria and alkaline in- 
fections in these cases, irrigations of the bladder 
with 1 per cent or 2 per cent acetic or phosphoric 
acids have been quite effective in our experience. 


Dr. SAMUEL N. Vose: Our results with transurethral 
methods at the Massachusetts Memorial Hospitals are 
based on a series of some 60 odd cases covering a 





period of about three years. They are comparable, I 
believe, to those of other beginners. Some have been 
excellent, others have been unsatisfactory. It seems 
only fair, however, to bear in mind a distinction 
between results of resection and the results of un- 
successful attempts at resection. Our results, in gen- 
eral, lead to a belief that to a large extent the fail- 
ures have been due to faults of technique or errors 
in selection directly consequent upon inexperience, It 
seems hardly fair for me to blame the method for my 
unfamiliarity with it. At present, I believe that per- 
haps the majority of obstructions are best treated 
by prostatectomy. Whether wider experience will re- 
sult in a more general application of resection re- 
mains for the future to determine. 
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THE MANAGEMENT OF GONORRHEA* 
I. The Laboratory In The Diagnosis of Gonorrhea 


ate reietang procedures have an important 
place in the diagnosis of gonorrhea. They 
also have certain unfortunate limitations. The 
physician who attempts to diagnose gonorrhea 
and to manage it properly must have a full 
understanding of these limitations. 


““ORGANISMS RESEMBLING THE GONOCOCCUS’”’ 


The laboratory procedure most commonly 
used in the diagnosis of gonorrhea is the search 
for ‘‘organisms resembling the gonococeus’’ in 
smears from the affected parts (usually the 
genito-urinary system or the eye). The smears 
are stained by the method of Gram and are ex- 
amined for typical gram-negative diplococci, 
biscuit or coffee bean in shape, of fairly large 
and generally uniform size, lying in clusters 
within the bodies of polymorphonuclear leuco- 
cytes (pus cells). 

Unfortunately other organisms resemble the 
gonococcus, even to being characteristically in- 
tracellular. Among them are the micrococeus 
catarrhalis, micrococcus flavus, microcoeccus 
pharyngis sicecus and the meningococcus. The 
first three are commonly found in the upper 
respiratory tract, where the micrococcus catar- 
rhalis sometimes has mild pathogenic qualities. 
The colon bacillus may occur in coccus-like forms 
and lie within leucocytes. Under some condi- 
tions even the staphylococcus and the pneumo- 
‘coccus may stain imperfectly and appear to be 
eram-negative diplococeci. 

Organisms which resemble, but are not the 

*The Neisserian Medical Society of Massachusetts has a 
membership of some seventy physicians who treat gonorrhea. 
The New England Journal of Medicine is its official organ. 
The Society believes that one important duty of the specialist 
is to give the whole medical profession the benefit of his larger 
experience in his field. This particular contribution is the first 
of what the Society hopes will become a complete series 


in review of the whole management of gonorrhea in both male 
and female. : 





gonococcus may be found in the genito-urinary 
tract, especially of the female. It is the opin- 
ion of many physicians who treat women that 
the micrococcus catarrhalis may be pathogenic 
in the female genito-urinary tract. So little 
scientific study has been made of the ‘genito- 
urinary flora that neither the significance nor 
the actual identity of these gonococcus-like or- 
ganisms is known. They serve only to make 
the diagnosis of gonorrhea more difficult. Few 
experienced physicians will make a diagnosis of 
gonorrhea upon the discovery of organisms re- 
sembling the gonococeus without supporting his- 
tory or clinical evidence. 

With this introduction it may be more readily 
understood why the laboratory technician who 
has not personally taken the smear nor seen 
it taken, and who knows nothing of the clinical 
aspects of the case, cannot state that the organ- 
isms found in smears are the gonococcus. It 
must suffice to state that they resemble the 
gonocoeeus. The physician has the responsibil- 
ity for giving the laboratory findings their 
proper weight as evidence. 


THE INTRACELLULAR GRAM-NEGATIVE DIPLOCOCCUS 


It is the experience and opinion of the Neis- 
serian Medical Society that: 


1. Intracellular gram-negative diplococci 
which resemble the gonococcus, in smears from 
the male genito-urinary tract, warrant the diag- 
nosis of gonorrhea if the history of the infec- 
tion or the clinical evidence is presumptive of 
gonorrhea. 


2. Intracellular gram-negative diplococei 
which resemble the gonococcus, in smears from 
the genito-urinary tract of the adult female, 
warrant the diagnosis of gonorrhea only if sup- 
ported by one or more of the following: 
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a. A history presumptive of gonorrhea. 

b. Clinical evidence presumptive of gonor- 
rhea. 

ce. Exposure to a known case of gonorrhea. 

d. Infection of another person with gonor- 
rhea (her sexual partner, a female child, 
her infant’s eyes, ete.). 


3. Intracellular gram-negative diplocoeci 
which resemble the gonococcus, in smears from 
the genito-urinary tract of a female child, war- 
rant the diagnosis of gonorrhea only when sup- 
ported by one or more of the following : 


a. Gonorrhea in the child’s immediate fam- 
ily, personal attendants or associates. 

b. Evidence of sexual relationship in some 
form. 

e. Cultural proof that the organism is the 
gonococeus. 


THE EXTRACELLULAR GRAM-NEGATIVE DIPLOCOCCUS 


In the very earliest hours of acute gonorrhea 
and in chronic gonorrhea, the gonococcus may 
be predominantly extracellular (outside the pus 
cells). If, after painstaking search of several 
smears, no intracellular organisms can be found, 
any one of several procedures may be followed: 


1. If the extracellular organisms are found 
in typical clusters and the history or clinical 
findings are presumptive of gonorrhea, a elini- 
eal diagnosis of gonorrhea may be made and the 
ease treated as such. Smears should be examined 
at frequent intervals thereafter as intracellular 
organisms may be found at a later date. 

2. If the patient has eonsulted any other 
physician, inquiry should be made of that phy- 
sician as to whether he has any record of organ- 
isms resembling the gonococcus having been 
found. . 

3. If possible, especially in women and chil- 
dren, and certainly in medico-legal cases, cul- 
tural study should be made. 


THE ‘‘NEGATIVE’’ SMEAR 


Too many physicians are satisfied with a sin- 
gle laboratory report that no ‘‘organisms re- 
sembling the gonococeus’’ ean be found. Even 
in acute gonorrhea (frequently, in the female) 
the first one or two smears may be negative 
for typical organisms. Smears should be exam- 
ined at regular intervals so long as the patient 
presents an undiagnosed infection of the genito- 
urinary tract. 

There are several reasons for ‘‘negative’’ 
smears, some avoidable and others unavoidable: 


1. Failure to take smears from the proper 
locations or with proper care. In the male, 
smears should be taken from the discharging 
urethral meatus, from any discharging sinus, 
and when it is safe to do so, from the prostate 
by means of’ massage. 

In the adult female, smears should be taken 





from the urethral meatus after thorough evac- 
uation of Skene’s glands by firmly massaging 
the floor of the urethra against the under sur- 
face of the pubic arch. If the vulvo-vaginal 
(Bartholin) glands appear to be involved, they 
may be massaged and smears taken from their 
openings. The cervix should be thoroughly 
cleansed of accumulated discharge and the 
smear taken from the cervical os or canal. It 
raay help to squeeze the cervix moderately be- 
tween the blades of the speculum. Vaginal 
smears are of little or no consequence in the 
adult female, since the vagina is the least in- 
volved of all the structures. 

In the female child, smears should be made 
from the mucous membranes of the vulva or 
from just within the vaginal orifice if that can 
be done without hurting the patient. Smears 
from a virginal child’s cervix need be taken 
only in very exceptional cases, as for example 
certain medico-legal cases which require ex- 
haustive study. 

2. Negative smears are frequently obtained 
if taken too soon after the patient has voided 
or has had a treatment. Urination, douching 
or irrigation may remove the organisms from 
the surfaces. 

3. Frequently ‘‘positive’’ smears may be ob- 
tained in the female only just before menstrua- 
tion begins or just after it is completed. 

4. Chronie gonorrhea in either male or fe- 
male is an involvement of tissues below the sur- 
face. If the disease is relatively quiescent 
clinically, undigested or recognizable organisms 
may seldom reach the surface except under the 
stimulation of intercourse or any sexual excite- 
ment, alcohol or provocative treatment. Innu- 
merable smears from such cases may be negative 
for the gonococcus. It is always difficult to find 
the organisms in the prostatic secretion. The 
female pelvis may be acutely involved without 
any organisms being found in smears from the 
cervix. In such eases repeated examination of 
smears, sometimes after artificial stimulation of 
discharge, is essential. Ultimately the diag- 
nosis may have to be made clinically without 
the more specifie laboratory aid in confirmation. 


OTHER LABORATORY PROCEDURES 
Pus Cells In Smears 


Every laboratory which examines smears for 
the physician who treats gonorrhea should re- 
port the approximate number of pus cells found 
per oil immersion field. Anything more than 
the normal number of cells should excite sus- 
picion, and persistent attempts should be made 
to determine the reason for their presence. 
Even non-gonorrheal urethritis or prostatitis, 
non-gonorrheal cervicitis or vulvo-vaginitis de- 
serve medical attention. It is not good medical 
practice to dismiss the patient simply because 
it cannot be proved at once, or ever, that he or 
she has gonorrhea. The patient, the sexual part- 
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ner and the publie are entitled to the benefit of 
the doubt. If there is any doubt that the pa- 
tient may have gonorrhea, the condition should 
be managed in such a way that neither the pa- 
tient nor any other person may suffer the con- 
sequences of an untreated infection. The pres- 
ence of pus in a smear establishes the doubt. 
Until its origin is accounted for, the doubt con- 
tinues to exist. 


Culture 


No practical method has yet been devised 
whereby smears may be sent to central labora- 
tories for culture. The gonococcus will not live 
long enough on a dry swab to reach a distant 
laboratory alive. No culture medium has been 
devised which ean be tubed and distributed to 
physicians in the way culture medium for the 
diphtheria bacillus is distributed. The absolute 
identification of the gonococeus requires the 
use of other complicated laboratory procedures 
after the organism has been cultured. The vag- 
inal flora is usually so rich in other organisms 
that the gonococeus is overgrown beyond recov- 
ery. In its present development the culture of 
the gonococcus as a routine or even a frequent 
laboratory procedure is impracticable. 


The Complement Fixation Test 
(The Schwartz-MeNeil Test) 


Some physicians use this serological test in 
the diagnosis of gonorrhea. The majority, how- 
ever, find it of questionable value. In principle 
it is similar to the Wassermann test for syphilis. 
That it is not more widely used is due to at 
least three important limitations: 

1. It is usually negative in acute gonorrhea 
because sufficient changes have not occurred in 
the blood. 

2. It frequently remains positive for months 
and sometimes years after the disease has been 
cured, so far as any other laboratory or clinical 
evidence can determine. 

3. It may be falsely negative, even in chron- 
ie gonorrhea, although the patient, clinically 
and bacteriologically, has gonorrhea. 


If typical organisms cannot be found in 
smears, and the complement fixation test is posi- 
tive it serves as one more confirmatory test when 
the history, clinical findings and other labora- 
tory findings are presumptive of gonorrhea. 


THE MEDICO-LEGAL CASE 


Too much emphasis has been placed upon the 
importance of gonorrhea as evidence of marital 
infidelity or of rape. For many reasons the 
alleged presence or absence of gonorrhea in one 
or the other party to the suit is entirely un- 
reliable as evidence of guilt. Some of these are 
the following: 


1. Most men who have gonorrhea acquire it 
before marriage. Through neglect or inade- 





quate treatment they are not cured although 
they may be without obvious symptoms. They 


usually think they are cured. Infection of their. 


wives may be delayed for weeks or months if the 
condom is used or medicated douches or contra- 
ceptive jellies. Or wives may become infected 


soon after marriage but not come to medical’ 
attention until pelvic complications occur: 


months later or not until the birth of the first 


baby. Consequently a diagnosis of gonorrhea: 


in husband or wife is not evidence of marital 
infidelity. 

2. Many women acquire gonorrhea before 
marriage. Gonorrhea is more often missed than 
diagnosed in women. Some women become ap- 
parently healthy carriers of the gonococcus and’ 
may infect a male only at times. especially near- 
the menstrual period. For this reason, or 
through the use of contraceptives or by good 
hygiene the husband may escape infection until 
long after marriage. Thus the infection is not 
evidence of marital infidelity. 

3. Gonorrhea in the female may exist for- 
weeks, months or years before it comes to medi- 
eal attention. Many gonorrheal infections in 
the male are weeks or months old before they 
come to medical attention. In either sex, the 
disease may never be seen or recognized by a 
physician. If either husband or wife is shown 
in court to have gonorrhea, it is still impossible 
to say who had it first. 

4. The infection may be discovered by one 
physician in one party and missed by another 
physician in the other. 

5. If more than one physician has attended 
the patient only the one who has negative find- 
ines may be subpoenaed. 

6. Social studies of gonorrhea in husbands 
and wives have frequently disclosed extramari- 
tal sources of infection for both. 

7. The willingness of physicians to accept 
single ‘‘negative’’ smears as conclusive, makes 
the laboratory evidence valueless. 

8. By the time the case comes to court, the 
infection in the guilty party may have been 
cured, but may still persist in the innocent one. 

9. In an alleged rape, if the victim is a fe- 
male child, the infection may have been ac- 
quired, as most of these infections are, from 
some member of the family or from attendants 
or associates and not from the defendant, even 
though he is found to have gonorrhea. If a 
man attempts intercourse with any of the hun- 
dreds of little girls who have gonorrheal vulvo- 
vaginitis, the fact that he is found to have gon- 
orrhea cannot be evidence that he committed 
the act; he may have had it previously. Fur- 
ther, the girl’s infection cannot be sworn to be 
gonorrhea simply on the evidence of positive 
smears. 


Courts and the legal profession in general 
should be informed of the uselessness and un- 
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fairness of depending upon evidence of infec- 
tion with gonorrhea as evidence of guilt. 

Probably the only sound medico-legal use of 
evidence of gonorrheal infection is in the case 
of the infection of children in institutions as 
the result of outbreaks of the disease. In such 
a case it is important to have complete cultural 
study made as there is a growing opinion that 
some of these outbreaks are due to the micro- 
‘eoceus catarrhalis following a general outbreak 
of upper respiratory infection. 


NEVER GIVE THE PATIENT A LABORATORY REPORT 


It should be clear that since laboratory re- 
ports require interpretation by the physician, 
to be used properly in diagnosis, and that since 
‘negative reports may have little or no signif- 
icance, the patient should never be given a copy 
of a laboratory report. Prostitutes have been 
known to re-date them and use them indefinitely 
as evidence of freedom from infection. People 
may acquire gonorrhea immediately after a 
‘negative’? examination; in fact the disease 





may be in the incubation period at the time the 
negative smear is obtained. Many states have 
laws prohibiting the giving of any written state- 
ment to a patient which might be interpreted 
to indicate freedom from infection. 


THE PHYSICIAN AND THE MICROSCOPE 


The microscope is indispensable as an aid in 
the diagnosis, treatment and control of gonor- 
rhea. The physician who attempts the manage- 
ment of this disease without the aid of his own 
microscope is at as great a disadvantage as the 
physician who attempts the management of dis- 
eases of the heart or chest without a stethoscope. 

Public laboratory examinations of smears 
preferably should be depended upon as checks 
of, and not substitutes for, examinations made 
by the physician with his own microscope. 

There is much more to the microscopic exam- 
ination of a smear than search for the gonocoe- 
eus. No laboratory report can describe satis- 
factorily for the physician what he himself 
should have seen. 


_— 
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BRONCHO-PULMONARY SUPPURATION* 


BY ERNEST B. EMERSON, M.D.t 


T is not the purpose of this paper to more 

than epitomize the diagnosis of two condi- 
tions frequently mistaken for pulmonary tuber- 
culosis. 

Every chronic disease has a beginning and, 
in many instances, if recognized sufficiently 
early, may be alleviated or cured. Subjective 
symptoms are usually the first evidence of tho- 
racic disease and are as important as the physi- 
eal signs, a point too often overlooked if the 
x-ray and adventitious sounds in the chest are 
to be interpreted correctly. It should be re- 
membered that, with the exception of a positive 
sputum, there is no symptom or sign alone diag- 
nostic of tuberculosis and that the failure to 
detect x-ray evidence and physical signs, or to 
find tubercle bacilli, does not prove the absence 
of a tuberculous lesion. 

The correlation of past history, symptoms 
and signs, is of the utmost importance for an 
early and correct diagnosis of any pulmonary 
lesion and even then one may be led astray un- 
less every means of direct examination has been 
employed. <A detailed history, including that 
of the family with its possibility of direct ex- 
posure to infection, the patient’s past history 
with reference to influenza, pneumonia, the in- 
fectious diseases, and surgical operations, par- 
ticularly those of the upper respiratory tract, 
including tooth extractions, together with a 
searching inquiry with regard to the mode of 


_ *Read at the meeting of the American Sanatorium Associa- 
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onset and the progress of the patient’s present 
complaint, make up the background for a diag- 
nosis. 

Bronchiectasis and lung abscess are two dis- 
eases not infrequently diagnosed as pulmonary 
tuberculosis, which, if recognized sufficiently 
early, and appropriate treatment instituted, may 
be palliated at least or permanently cured; not 
treated, the end results may be as crippling and 
disastrous as untreated tuberculosis. The ef- 
fectiveness of any treatment depends on an early 
diagnosis and accurate localization of the lesion. 

More or less characteristic symptoms of tu- 
bereulosis, bronchiectasis and lung abscess are 
deseribed and if an individual case always con- 
formed to the classical description, the diagnosis 
would be simplified. Unfortunately, however, 
the symptoms in a given case may present an 
excellent picture of any one of the three. A 
diagnosis of tuberculosis may be made frequent- 
ly on a single examination, or a period of ob- 
servation may be required before one may ven- 
ture an opinion. The same is true with regard 
to lung abscess and bronchiectasis: fatigue, 
cough, expectoration, hemoptysis and emaciation 
naturally suggest tuberculosis. They are also 
symptoms of bronchiectasis and lung abscess. 
Hemorrhage from the lower air passages is gen- 
erally thought of as pathognomonic of tuber- 
culosis; yet it is a common symptom of lung 
abscess or bronchiectasis. The characteristic 
fetid odor of bronchiectasis and lung abscess is 
not always present and its absence is of little 
significance one way or the other. Frequent 
colds, bronchitis and nasal sinus infections in 
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early childhood and later years are more often 
the antecedents of bronchiectasis and pulmonary 
suppuration than of pulmonary tuberculosis. 

The differential diagnosis is not always easy, 
particularly in a young adult with a history 
of exposure to tuberculosis. Sufficient time for 
study and observation should be taken provided 
it does not run into the indefinite before apply- 
ing direct and fairly positive means of diag- 
nosis. 

Bronchiectasis and chronic lune abscess are 
so closely associated in their development and 
clinical manifestations that it is often difficult 
or impossible to determine which is the primary 
disease and which is the complication. 

Bronchiectasis is a dilatation of the bronchi 
oceurring for the most part in the lower lobes. 
Abseess is an area of pulmonary suppuration. 
There are many theories concerning the mech- 
anism of the development of bronchiectasis 
which may be epitomized by reeognizing three 
factors operative in its production: 

1. A distending force. 

2. Traction on the bronchi from without. 

3. Softening of the bronchial wall. 


It is rarely seen in the upper lobes, and when 
it does oceur in the upper lobes is usually asso- 
ciated with tuberculosis. The dilated bronchi 
may indefinitely retain their integrity, or ul- 
ceration of the bronchial wall may be followed 
by perforation and abscess formation in the 
peribronchial tissue. On the other hand, bron- 
chiectasis may follow abscess formation and in 
time overshadow the original lesion. Broncho- 
pulmonary suppuration aptly describes lesions 
of this type. 

Bronchiectasis is visualized as a chronic dis- 
ease of long standing with little hope for any 
material relief and none for a eure. As a rule, 
the onset is insidious and is characterized by a 
long-standing cough which finally becomes 
paroxysmal and is accompanied usually by 
large quantities of fetid sputum. It may begin 
in early life and exist over many years with 
only moderate symptoms and little disability. 
The sputum may have little or no odor and may 
be blood streaked, or there may be copious 
hemorrhages. The constitutional disturbances 
over long periods are slight as compared with 
the exacerbations and wasting of tuberculosis. 
As time goes on, however, there may be fever, 
loss of weight, cardiac embarrassment, and the 
patient becomes a bedridden invalid. Medical 
treatment has little to offer and frequently these 
eases have gone too far for surgical relief. In 
place of the insidious onset, with no definite 
date of beginning, the symptoms may be rela- 
tively acute and parallel those of early tuber- 
culosis, or other pathogenic infection of the 
lung with fatigue, cough, expectoration, hemop- 
tysis, fever and loss of weight. . 

Clinically the early cases may be difficult to 


ing which time they are drifting toward chronie. 
The physical signs are more or 


invalidism. 
less indefinite and a routine x-ray examination 


is not always conclusive except in so far as the 


location of the lesion is shown in the lower lobes 
which is a diagnostie point. A lower lobe lesion 
without evidence of tuberculosis in the upper 
lobe is almost always non-tuberculous, whereas 
a lesion in the apex or upper lobe should be econ- 
sidered tuberculous until otherwise proved. 
Out of 7189 admissions to the Rutland State 
Sanatorium since 1917, I reeall but one positive 
case of basal tuberculosis without upper lobe 
involvement. 

Abscess of the lung is rarely primary and may 
occur at any age but is most common from the 
thirtieth to the fiftieth year. Streptococci, 
staphylococci, Friedlaender’s bacillus, fungi, 
oral spirochaetes, and other organisms have 
been identified with the disease. It is important 
to differentiate infection, by the pyogenic or- 
ganisms which do not produce gangrene, and 
infection by the spirochaetes, fusiform bacilli 
and vibrios. The latter group may respond tc 
arsphenamine therapy and are more likely to be 
associated with gangrene. 

David T. Smith in 1212 recorded eases reports 
338 (28%) following tonsillectomy, 188 (15%) 
other operative procedures, 277 (23%) post- 
pneumoniec, 138 (11.5%) develop insidiously, 
18 (1.5%) aspiration of foreign body, 161 
(13.5%) miscellaneous causes, and 92 (7.5%) 
cause unknown. Of this group, 576 (438%) 
were directly traceable to surgical procedures 
and it is quite possible that at least a part of 
the pneumonie group may have been indirectly 
postoperative. 

Clerf cites a series of 172 cases of lung ab- 
secess, 70 per cent of which followed operation. 

The disease seldom follows lobar pneumonia. 
Abscess may vary from pin-point size to that 
of an entire lobe. There are two theories as 
to the mode of infection: 


1. Aspiration by the bronchial route. 
2. Emboliec infection from a distant focus of 
infection. 


Abseess may be acute or chronic, unilateral or 
bilateral, single or multiple, and may occur in 
any part of the lung but is most common in the 
lower lobes. The variable etiology and patholo- 
ey explain the manifold symptoms. 

Lung abscess should be considered, if in the 
presence of an acute respiratory infection there 
is an exacerbation of the symptoms, or, follow- 
ing infection elsewhere respiratory symptoms 
develop. The onset is usually acute with fever. 
cough and pain in chest. Pneumonia may be 
suspected but in abscess there is a septic toxe- 
mia, chills and sweating. The diagnosis may 


not be apparent until the sudden appearance of 
purulent, fetid sputum followed by some sub- 
sidence of the symptoms. The disease may be 





differentiate without prolonged observation dur- 


characterized by relatively mild or most viru- 
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lent symptoms, heal spontaneously, assume a 
chronic course or terminate fatally. There are 
no characteristic physical signs of lung abscess. 
There may be dullness, change of breath sounds 
and rales, and signs of a cavity if rupture 
occurs into a bronchus. 

Many patients find their way into sanatoria 
and hospitals with a history of cough, hemop- 
tysis, and a ready-made diagnosis which inevi- 
tably influences one’s judgment. They may 
spend months or even years in an institution 
labeled tuberculosis, or after prolonged observa- 
tion but with some margin of doubt may be 
diagnosed chronic bronchiectasis or lung abscess, 
and relegated to a chronic ward or sent home 
for a life of invalidism. On the other hand, a 
diagnosis may be established without a long 
period of observation, or neglect, and the con- 
sequent loss of time before proper treatment is 
instituted. 

The chest roentgenogram is recognized as an 
indispensable aid in the diagnosis of thoracic 
disease. The bronchoscope has not received so 
much attention as a diagnostic aid. It is gener- 
ally associated with the removal of foreign bod- 
ies from the air passages rather than an instru- 
ment of precision for diagnosis and treatment. 
The work of Chevalier Jackson in the removal 
of foreign bodies has been spectacular; yet the 
removal of foreign bodies today is a side-issue 
compared with the value of this instrument for 
diagnosis and treatment. Bearing in mind the 
chance of missing evidence of tuberculosis in 
the upper lobes, a lesion in the lower lobes 
almost invariably points to some condition other 
than tuberculosis. The routine x-ray, physical 
signs and symptoms are not always conclusive. 
It is in this group of lower lobe lesions in young 
adults with a history suggesting tuberculosis 
that the bronchoscope, for diagnosis and treat- 
ment, is a most valuable aid and, in the hands 
of a qualified operator, is practically without 
danger. I believe that all obscure cases, par- 
ticularly those with lesions in the lower lobes, 
with more or less indefinite symptoms and nega- 
tive sputum, should be bronehoscoped and lipio- 
dol films made before subjecting the patient to 
a long and tedious period of observation. Its 
use in frank tuberculosis is not indicated or ad- 
vocated ; nevertheless, it is an essential part of 
sanatorium equipment. 

There is no clear-cut line between medical 
and surgical treatment for these diseases; early 
tuberculosis may heal under medical treatment 
alone; bronchiectasis may be alleviated by medi- 
cal and bronchoscopic measures to such a degree 
that the hazards of surgery are not justified on 
the chance of a complete cure; and an abscess 
may drain and heal spontaneously, or may 
yield to bronchoscopic treatment. Inasmuch as 
the question of treatment, either medical or sur- 
gical, follows a diagnosis, it is obvious that a 
Sanatorium clinic is no longer a one-man job for 
the internist but a problem for a medical group 





including the internist, the surgeon, the laryn- 
gologist, the roentgenologist, and the dentist. 
The following cases admitted to the Rutland 
State Sanatorium illustrate the similarity of 
onset of the three diseases mentioned in the 
foregoing as well as the value of the broncho- 
scope for early diagnosis and treatment: 


CASE 1—M. D’A. 
Aged 19, single, student, admitted Nov. 3, 1931. 


Family History 
Sister died of tuberculosis in 1930. One sister said 
to have “healed tuberculosis’. Seven people in 
four rooms. 


Past History 
Bronchitis at one year of age; measles. 


Present Illness 
One year before admission he had a severe “chest 
cold,’ followed by an unproductive cough for 
four months, when be began to expectorate. Fol- 
lowing an x-ray examination nine months before 
admission, he was told that he had pleurisy in 





CASE 1. 
Film on Admission. 


A thin marginal collapse of the right lung. <A heavy homo- 
geneous shadow obliterating the right cardiophrenic angle. 


FIGURE 1. 


the left base. He was aspirated, but no fluid 
found. Expectoration was then frequently blood- 
streaked and there were several two-ounce 
hemorrhages three months before admission. He 
was treated in two sanatoria before admission 
to Rutland and was under artificial pneumo- 
thorax on admission. This was continued for 
three months when the lung was allowed to re- 
éxpand, inasmuch as the pneumothorax was in- 
effective, and the general absence of the symp- 
toms of tuberculosis, negative sputum, tempera- 
ture, pulse and x-ray suggested some other con- 
dition. 

Bronchoscopic examination and lipiodol injection 
by Dr. George A. Rice showed dilatations of the 
bronchi in the right lower lobe. He was trans- 
ferred to the Massachusetts General Hospital 
in June, 1932. Lobectomy was performed by Dr. 
Edward D. Churchill. He was returned to the 
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sanatorium in November, 1932, for convalescence, 
and discharged Jan. 13, 1933, apparently well. 


Summary 
This case presents a misleading history with 
contact and poor living conditions as a back- 
ground for infection; onset with a chest cold 
followed by persistent cough, expectoration, 





—— ———— 


CASE 1. FIGURE 2. 
Lipiodol Injection. 


Shows two sacculated pockets a little to the right of the 
costophrenic angle. 


and hemorrhages all suggest a characteristic 
picture of tuberculosis in a young adult. The 
bronchoscopic examination and lipiodol films 
cleared up a questionable diagnosis and the 
patient has probably been saved a life of 
invalidism. He is now without symptoms. 


CASE 2—C. G. 
Aged 21, single, draftsman, admitted Aug. 11, 
1931. 


Family History 
Mother died of tuberculosis when the patient was 
three years of age. 

Past History 
Pneumonia at two, measles at six, influenza at 
eight. 

Present Illness 
Onset of disease five years ago with unproduc- 
tive morning cough, later accompanied by two 
or three ounces of yellowish sputum; hemop- 
tyses three years ago and two years ago; at 
that time had an x-ray and was told to stop work, 
which he did for two months. One year ago had 
a severe cold with increase of expectoration and 
an eight ounce hemorrhage; has had numerous 
hemorrhages since that time. He took treatment 
at another sanatorium in 1930, and in 1931, before 
admission to Rutland. He lost eight pounds. 

Physical Examination 
Well-developed and nourished. Slight dullness 
posteriorly over the left lung and from the sixth 
spinous process downward with diminished breath 
sounds and medium rales. The physical signs 
were not characteristic. Temperature 97° to 98°, 
pulse 70, 4-6 ounces of sputum, not fetid. Sputum 
examinations and guinea pig inoculations nega- 
tive for tubercle bacilli. 


Summary 
A history of contact in infancy suggests a 
diagnosis of tuberculosis, but a duration of 
five years in the absence of any definite 





CASE 2. FIGURE 3. 

Film on Admission. 
Left border of pericardium pulled downward to the left. 
Costophrenic angle partially obliterated. 3ronchial markings 


prominent in left base, extending to costal border. 
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CASE FIGURE 4. 
Lipiodol Film. 


Shows dilated bronchi posterior to the heart and extending 
nearly to the costal border and below the dome of the diaphragm 
on the left. 


upper lobe lesion and the general condition 
were incompatible with the progress of @ 
tuberculous lesion in a patient of this age. 
A tentative diagnosis of bronchiectasis was 
confirmed by bronchoscopic examination and 
lipiodol injections by Dr. George A. Rice. 
Aspiration of the bronchi reduced the amount 
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of sputum but his general condition re- 
mained about the same, that of a chronic 
invalid. He was sent to the Massachusetts 
General Hospital one year after admission 
and lobectomy was performed by Dr. Ed- 
ward D. Churchill. Since return to the 
sanatorium his general condition has im- 
proved and the sputum has reduced to about 
one dram of thin mucoid material in 24 
hours. An early bronchoscopic examination 
would have cleared up the diagnosis with 
a considerable saving of time in the insti- 
tution with proper treatment. 


CASE 3—M. G. T. 
Aged 31, single, bookkeeper, admitted May 6, 1930. 


Family History 
No history of contact. 


Past History 
Pertussis and measles in infancy; diphtheria at 
eight; influenza in 1918; tonsillectomy in 1920; 
appendectomy in 1921; has had a constant sense 
of fatigue for fifteen years. 


Present Illness 
Began to cough one year ago but denied expectora- 
tion until six months later. X-ray and sputum 
examinations were reported negative at this time. 
A second sputum examination three months be- 
fore admission was reported positive for tubercle 
bacilli. She was sent to another hospital where 
she took bed treatment until admission to Rut- 





CASE 3. 
Film on Admission. 
The left mediastinal border drawn downward and to the left 


FIGURE 5. 


to the midportion of the left diaphragm. 
angle obliterated. 


The left cardiophrenic 


land. On admission there was about one-half 
ounce of thin yellowish sputum. She had oc- 
casional night sweats, pain in the left side, 99° 
evening temperature, and she was six pounds 
under maximum weight. 


Physical Examination 
Fairly well-developed and nourished. Slight dull- 
ness from the fourth to the eighth dorsal spine 
on the left with bronchophony, bronchovesicular 
respiration, and moist rales. A diagnosis of tuber- 
culosis based on the history of positive sputum 





was made. The diagnosis was questioned within 
a few weeks on account of the atypical course of 
the disease, negative laboratory findings, and 
the location of the lesion in the lower lobe. 





CASE 3. FIGURE 6. 
Lipiodol Film. 
Shows fusiform dilatations of the bronchi on the left. 


Thirty-nine sputum examinations, cultures, and 
guinea pig inoculations were negative for tubercle 
bacilli. = 


Since discharge from the sanatorium March 7, 
1931, two years ago, she has again been reported 
as having a positive sputum but during this 
period has not lost a day from her work and 
has gained twenty-five pounds. 


Summary 

The history is that of tuberculosis. Present 
illness could not be traced to the influenza 
in 1918. There is no doubt as to the presence 
of bronchiectasis as shown in the lipiodol 
film. Tuberculosis may also be present but it 
_is not evident. The case is cited as illustrat- 
ing the importance of using every means for 
correct diagnosis and the possibility even 
then of error. It also raises the question as 
to how much weight should be attached to 
the numerous negative laboratory findings 
and her present condition against the report- 
ed positive sputum tests prior to admission 
and after discharge. 


CasE 4—G. 
Aged 24, single, moth inspector, admitted Feb. 22, 
1928. 


Family History 
No history of tuberculosis contact. 


Past History 
Children’s diseases; pneumonia at six; influenza 
and pneumonia at 14; always subject to frequent 
sore throats; tonsillectomy one year before ad- 
mission. 


Present Illness 
Has had a hacking cough with expectoration, oc- 
casionally blood-streaked. for seven years before 
admission, not definitely connected with the at- 
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tack of influenza; had a three-ounce hemoptysis 
three months before admission. No loss of weight 
or strength; no sweats; slight dyspnea following 
exertion for past month. 


Physical Examination 
Well-developed and nourished. Dullness on the 
right from eighth dorsal spine downward with 





CASE 4. FIGURE 7. 
Film on Admission. 
Homogeneous shadow below the 8th spinous process. 


increased tactile and vocal fremitus; broncho- 
vesicular breathing and medium rales. Tempera- 
ture range 97.5° to 98.6° (occasionally 99°). Pulse 
range from 70 to 90. One-half ounce expectora- 


isfactory results in controlling the hemorrhage, 
Phrenicectomy was performed in October, 1929, 
followed by only slight improvement. Broncho- 
scopic examination by Doctor Rice revealed 
marked swelling and injection of the right lower 
lobe bronchus. The bronchus was aspirated sev- 
eral times and sulpharsphenamine given without 
material benefit. 


He was transferred to the Massachusetts Gen- 
eral Hospital in January, 1931. Lobectomy was 
performed by Dr. Edward D. Churchill. Re-ad- 
mitted to the sanatorium May 7, 1931.  Dis- 
charged Nov. 20, 193 wound healed; scanty 
expectoration. 


Since discharge expectoration has cleared up. He 
is apparently well and driving a truck. 


Summary 

This case was erroneousiy diagnosed tubercu- 
losis on admission. Because of negative lab- 
oratory findings, no apical involvement, and 
the absence of symptoms indicating active 
tuberculosis, the diagnosis was doubted. 
Bronchoscopic examination and lipiodol films 
confirmed a diagnosis of broncho-pulmonary 
suppuration. 


Case 5—M. L. H. 
Aged 22, single, teacher, admitted May 23, 1930. 


Family History 
No history of contact. 


Past History 
Searlatina at four; measles and tonsillectomy at 
five; otherwise well and athletic. 


Present Illness 
Caught cold twenty-one months before admission; 
in bed three days, then returned to her work. 
Ten days later cough and expectoration developed 
and was in bed four weeks. X-ray in September, 
1928, reported negative. One week later had 





CASE 4. FIGURE 8. 
Lipiodol Film. 
Shows a heavy, dense shadow in the same area. 


tion; no characteristic odor. Throughout resi- 
dence he was a persistent and profuse bleeder. 
During a period of thirty-three’ months he lost 
311 ounces of blood, not including streaks. Arti- 
ficial pneumothorax was given but without sat- 


CASE 5. FIGURE 9. 
Film on Admission. 


The left mediastinal border is pulled downward to about 
the midportion of the left dome of the diaphragm. There is 
a homogeneous haziness from about the 8th spinous process 





downward. Heavy bronchial markings in the right base. 
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hemorrhages for three days. Took bed rest treat- 
ment at home for one year, during which time 
there were numerous hemorrhages. Gained eight 
pounds in weight. Admitted to another hospital 
in October, 1929, where she remained until ad- 
mission to the Rutland Sanatorium seven months 
later. No history of foreign body or of opera- 
tions. Temperature reported 99° to 100° before ad- 
mission. 
Physical Examination 

Well-developed; overweight. Clavicular fossae 
well filled. Diminished expansion of left base. 
Slight dullness below the left scapula with in- 
creased vocal fremitus. A few medium and fine 





CASE 5. 
Lipiodol Film. 


Shows sacculation of the bronchi 
the diaphragmatic dome. 


FIGURE 10. 


and a fluid level below 


moist rales in the left axilla. Temperature range 
97.5° to 101°. Pulse 75 to 110. In the following 
three months there were four hemorrhages, vary- 
ing in amount from one to five ounces. Sputum 
frequently streaked. No fetor. No tubercle bacilli 
found. 


Summary 

There was no history of a severe respiratory 
or distant infection to suggest lung abscess. 
A “cold” followed by a persistent cough, ex- 
pectoration, fever, loss of weight, and hem- 
orrhages is a characteristic history of early 
tuberculosis in a young adult. The symptoms 
after admission were compatible with those 
of tuberculosis but negative laboratory find- 
ings with x-ray and physical signs limited to 
the base with no evidence of a lesion in the 
upper lobe suggested some condition other 
than tuberculosis. A bronchoscopic examina- 
tion and lipiodol films by Dr. George A. 
Rice confirmed a diagnosis of broncho-pul- 
monary suppuration. Bronchoscopic aspira- 
tion resulted in relief of symptoms. 

Patient was discharged from the sanatorium 
June 21, 1931, and is now working. 


CASE 6—V. V. 
Aged 34, married, weaver, admitted Sept. 26, 1930. 





Family History 
Father died of tuberculosis. 


Past History 
Pneumonia twice during childhood. Pneumonia 
followed by influenza eleven years before admis- 
sion, since which time he has had continuous 
cough and expectoration. No history of opera- 
tions or of tooth extractions obtained. 





CASE 6. FIGURE 11. 
Film on, Admission. 
Heavy bronchial markings and blurring of the right cardio- 
phrenic angle. Left bronchi somewhat dilated. No foreign 
body observed. 






CASE 6. FIGURE 

Lipiodol Film. 

Showed a sausage shaped shadow extending from about the 

level of the 8th rib downward below the diaphragm as indicated 
by the diagram in the illustration. 


12. 
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Present Iliness 
Eight months ago caught cold, since which time 
there has been a marked increase in cough and 
expectoration with streaking, some loss of 
strength, but no loss of weight. 


Physical Examination 
Well-developed and nourished. No change of 
chest expansion noted; no dullness; numerous 
sibilant and sonorous rales over entire chest; 
foul purulent expectoration 4-8 ounces daily; 





CASE 6. FIGURE 13. 
Film Taken After Absorption of the Lipiodol. 
Shows a sharply defined peglike shadow in the 9th interspace 
interpreted as residual lipiodol. This was found to be a tooth 
at autopsy in another hospital. 


_ 





temperature range 97° to 98°; pulse range 70 to 
80. 

Seven months after admission there was an ex- 
acerbation of symptoms, probably bronchopneu- 
monia. A tentative diagnosis of bronchiectasis 
was made on admission. There was some im. 
provement at first following bronchoscopic aspira. 
tions by Dr. George A. Rice. They were later dis- 
continued because of questionable benefit. Dis- . 
charged May 17, 1931, unimproved. 


Summary 
This is a case of broncho-pulmonary suppura- 
tion apparently following pneumonia and in- 
fluenza eleven years ago; whereas, the prob- 
able cause was a tooth found at autopsy in 
another hospital. 
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ENTEROBIUS VERMICULARIS OF THE APPENDIX* 


BY RAYMOND H. 


HE literature reveals numerous reports on 

enterobius vermicularis of the appendix, but 
the author has seen no complete report of the 
incidence of this parasite in Massachusetts. 


Enterobius vermicularis or pinworm is ¢cos- 
mopolitan in its distribution. The incidence in 
a population depends not so much on the cli- 
mate or public sanitation as on the personal 
habits of the individuals. So far as is known, 
man is the only natural host. 


LITERATURE 


There is a marked variation in the incidence 
of pinworms of the appendix in different coun- 
tries. It is interesting, too, that different au- 
thors in the same country report a variation in 
the incidence. 


It does not seem necessary to give a complete 


*From the Pathology Laboratory, City Hospital, Worcester, 
Mass. 
+Goodale—Pathologist, Worcester City Hospital. For record 


and address of author see “This Week’s Issue,” page 388. 





GOODALE, M.D.t+ 


bibliography, but a summary of the incidence 
in European literature as given by Gordon? will 
be presented. 

For Great Britain the total reported incidence 
of appendiceal oxyuriasis is 97 of 523 appen- - 
dices or 18.5 per cent. In France the incidence 
for 800 autopsies and 179 extirpated appendices 
was 11.9 per cent. The German literature con- 
tains a large number of reports. The incidence 
varies from 0.2 per cent in a series of 1000 op- 
erated appendices reported by Aschoff? to 41.8 
per cent in 110 appendices reported by Fischer’. 

In North American literature the following 
reports indicate that the pinworm is found fair- 
ly regularly in the appendix. Cecil and Bulk- 
ley* examined 148 appendices from children two 
to 15 years old. This series consisted of 129 
surgical and 19 autopsy specimens. They found 
oxyurids in three of the autopsy and in 17 of 
the surgical appendices. Harris and Browne® 
found the parasites in 22 of 121 consecutive ap- 
pendices received for diagnosis. Garlough® re- 
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corded his incidence as four per cent. In 22 
surgical appendices removed by Erdmann’ from 
children under 10 years of age, four contained 
oxyurids. Ney® reported an incidence of three 
in a series of 100 operated appendices. Han- 
ley? saw only one full of worms in 500 ap- 
pendices. Deaver’® also found one in 500 ap- 
pendices, and Deaver and Ravdin"™ in another 
series found slightly less than one per cent. 
Crile’? failed to find any pinworms in a series 
of 1000 appendices. 

In studying the bacteria of appendices War- 
ren’ stated that at the Boston City Hospital 
they have approximately two per cent of 
‘‘narasitic worms’’ in appendices, but he does 
not state the type of worm. Howe" in a clini- 
eal and pathological study of 100 appendices 
found two which contained pinworms. 

Gordon’ presented an analysis of oxyuriasis 
in 20,969 extirpated appendices received for 
routine diagnosis at the Pathology Laboratories 
of the University of Michigan during the pe- 
riod July 1, 1894 to December 31, 1930. The 
incidence was 221 (1.05%). Females were much 
more commonly infected than males. 

Infestation was found to be more common 
during the first decade of life than in later 
years, and is almost unknown in Michigan after 
the forty-sixth year. There was no significant 
seasonal predilection for the occurrence of 
oxyuriasis. The incidence was significantly 
greater during the last decade than during the 
earlier years of the period under survey. 


MATERIAL AND TECHNIQUE 


The present study concerns the incidence of 
oxyuris vermicularis in operated appendices re- 
ceived for routine examination in the laboratory 
of the Worcester City Hospital. All appendices 
were received in ten per cent formalin. Dur- 
ing the last three years (1930 to 1932 inclusive) 
1639 appendices were examined and 101 (6.1%) 
of these were found to contain varying numbers 
of pinworms. 

An important point concerning the examina- 
tion of these appendices should be mentioned 
here. All appendices were slit open lengthwise 
and the contents were spread out on the board. 
In this way the presence or absence of pinworms 
was immediately noted. The incidence would 
have been much lower if I had counted only 
those which were found on microscopic examina- 
tion because in most instances the contents of 
a section of appendix were washed out in trans- 
ferring it through the various solutions. I feel 
sure that the incidence in the reports in the 
literature would have been higher if this tech- 
nique had been followed. 


AGE AND SEX INCIDENCE 


In this series 78 (4.7%) were females and 23 
(1.4%) were males, thus showing that there 





are more than three times as many females as 
males infected with oxyurids. 

The age groups in this series show that the 
highest incidence is in childhood. Following 
are the appendices containing oxyurids arranged 
by decades. 





TABLE I 
Age groups 1-10 11-20 21-30 31-40 41-50 





Oxyuris Appendices 14 50 21 8 8 








This table shows the highest number of 
oxyuris appendices in the age group 11-20. 

In order to give a more accurate idea of the 
incidence of oxyurids, the percentage of these 
in the total numbers of appendices for each 
age group is given in Table II. 








TABLE II 
Age groups 1-10 11-20 21-30 31-40 41-50 





Percentages of 
oxyuris appendices 9.8% 88% 5.3% 3.2% 63% 











TABLE IIT 
Age Appendices Appendices 
groups without oxyuris with oxyuris 
Male Female Male Female 
1-10 17 65 3 Tt 
11-20 208 356 tt 39 
21-30 141 254 4 17 
31-40 90 153 2 6 
41-50 47 79 3 5 
51-60 19 27 0 0 
61-70 5 16 0 0 
71-80 1 0 0 0 
Total 588 950 23 78 
TABLE IV 
Winter: 
December 5 
January 12 
February 15 
Spring: 
March 13 
April 15 
May 4 
Summer: 
June 6 
July 2 
August 5 
Fall: 
September 8 
October 10 
November 6 
Total 101 








A further analysis of all appendices examined 
in this study is seen in Table III. In this table 
the oxyuris appendices in one group and all 
other appendices in another group are analyzed 
by sex and age groups. 
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INCIDENCE BY SEASONS 


The seasonal incidence is not especially signifi- 
cant. (Table IV.) There is however a slight 
decrease during the summer months. The total 
number of appendices received during the sum- 
mer months does not show a corresponding de- 
crease. We must, therefore, consider an in- 
creased exposure to infection with pinworms 
during the school year. 


DISCUSSION 


In this series of oxyuris appendices there is a 
predominance of females (78 cases) over males 
(23 eases). The oldest patient is a 49 year old 
female. The youngest is a 5 year old male. 
It is only rarely that an adult has clinical symp- 
toms of pinworm infection, but in this series 
infection was not infrequent in the 21-30 year 
group. In the next two decades there are fewer 
eases, and there are none after the fifth decade. 
This agrees with Gordon’s! figures. 

The pathology in these appendices is strik- 
ing because practically all of them showed a 


hyperplasia of the reticulum cells of the lymph | 


follicles. A few had foci of lymphocytes in ad- 
dition. Only two had polymorphonuclears in 
the wall, but no pus in the lumen. 





SUMMARY 


In a series of 1639 consecutive appendices, 101 
(6.1%) had oxyuris vermicularis in varying 
numbers in the lumen. The female patients are 
infected more than three times as often as male 
patients. The highest incidence of infection oe- 
curs during the first two decades. The seasonal 
incidence suggests infection during the school 


year. 
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GENERAL ASPECTS OF CHRONIC ARTHRITIS* 


BY FRANK R. OBER, M.D.f 


HRONIC arthritis occurs more often than 
any other chronic disease. It is estimated 
that four per cent of the population in the 
north temperate zone is more or less affected 
with this disease, which means that there are 
about twenty arthritic patients to every prac- 
titioner of medicine. These figures should be 
startling to every social, medical and philan- 
thropie organization in this country. They do 
not seem to be startled, for there is a sad lack 
of interest in a condition which causes so much 
crippling, suffering and economic distress. 
It is the purpose of this paper to discuss 
arthritis from a general standpoint without go- 
ing into many details. 


ETIOLOGY 


1. There is no single specific cause of arthritis. 
It has been observed in an infant of ten 
months but it is more prone to develop after 
thirty years of age. 

*Read at the annual meeting of the Vermont State Medical 

Society at Barre, Vermont, October 5, 1933. 

+Ober — Clinical Professor of Orthopedic Surgery, 


Medical School. For record and address of author see 
“Week’s Issue,’’ page 388. 
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2. It seems to occur more often in the tem- 
perate zone. 

3. Certain occupations seem to injure joints in 
such a way as to produce arthritic changes. 

4. Postural defects and static disturbances are 
often forerunners of this disease. 

5. It may be seen in disturbances of the endo- 
erine glands, especially the thyroid. 

6. It may result from apparent and concealed 
infections. 

7. Nutritional disorders and digestive disturb- 
ances apparently play a large part in its 
causation. 

8. Perhaps the most important factors, and 

those which often escape consideration, are 

emotional disturbances,—fear, worry, chronic 
fatigue, ete. 
PATHOLOGY 


Arthritis is a constitutional disease which 
probably affects every cell in the body. Its most 
prominent signs are chiefly located in the joints, 
but if one studies his patients he will often find 
changes in the skin, nails, eyes, tendon sheaths, 
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muscles and bones. Proliferative changes may 
be found in bones at a distance from joint sur- 
faces, particularly where tendons are inserted. 

The pathological changes will not be consid- 
ered here in detail, for all of you can find such 
information in the textbooks. It is necessary 
to know, however, that there are two principal 
types of arthritis. One is the proliferative or 
atrophic type which may produce ankylosis. 
The other is the degenerative or hypertrophic 
type which does not produce ankylosis but may 
produce limitation of motion by mechanical ob- 
struction. The proliferative type occurs more 
often up to middle life, but may be found at 
any age. The degenerative type occurs after 
middle life. 

HISTORY 


In obtaining the history of arthritics one 
should not be content with a history of joint 
condition alone. It may be that the patient is 
facing a crippled future and every effort should 
be made to elicit a history which covers all the 
possibilities of the source of the present trouble. 
No symptom is too insignificant to be considered. 


SYMPTOMS 


These may be divided into two parts: those 
which are present before the onset of visible 
joint changes and those which oceur afterward. 
The prodromal symptoms of arthritis are few 
but significant and most important. They are 
slight stiffness and soreness of the neck muscles 
often accompanied by headache, and later on 
there is general muscular stiffness in the morn- 
ing. This may be followed by inability to close 
the fingers or there may be noticeable weakness 
in the knees on going up and downstairs. <As 
the disease progresses, soreness and stiffness in- 
crease and the joints become painful and swol- 
len. 

In the ankylosing type there is fluid, fusi- 
form swelling, thickening of the joint tissues, 
limitation of motion, and frequently beginning 
deformities. The muscles supplying the joints 
become atrophied, the skin shiny, the hands and 
feet are apt to be cold and clammy and coy- 
ered with perspiration, the skin of the palms 
may be reddened or bluish, the nails have ridges 
on them and there may be localized tremors in 
groups of muscles. The x-rays will often show 
spurs in the cervical vertebrae and the bones 
look atrophied. 

In the degenerative type the joints usually 
swell as the result of some injury. There are 
fluid and limitation of motion from mechanical 
obstruetion, but no thickening. The x-rays 
show thinning of the joint cartilage and an in- 
creased density of the bones. Spur formation 
or lipping is marked. An x-ray of a joint show- 
‘ing symptoms should be compared with the com- 
panion joint with no symptoms. Nearly always 





the symptomless joint will show changes as 
marked as those in the affected joint. 


TREATMENT 


The treatment of arthritis should be constant 
and vigorous from the onset of the first symp- 
toms. It is a medical problem from the begin- 
ning. It becomes a surgical problem when joint 
changes have occurred, but even then it is a 
medical problem more than ever. 


The medical treatment depends on finding 
the cause such as focal infections, abscessed 
teeth, diseased tonsils, infected sinuses, ete. A 
word of warning—TIf the arthritis is very active, 
infected areas should not be disturbed until the 
patient’s general condition has improved. 
Sometimes disastrous results oceur, if sound 
judgment is not used about the general con- 
dition of the patient. 


Occupations: Occupations which keep the pa- 
tient under extreme stress and strain must be 
changed or eliminated. Occupations which 
seem to produce local irritation in the affected 
joints must also be given up. Patients having 
large, prominent abdomens, hollow backs, round 
shoulders, knock knees and pronated feet may 
be improved by measures designed to correct 
these bad statics. 

In hyperthyroidism, surgery is usually in- 
dicated. In hypothyroidism the use of thyroid 
extract is helpful. Disturbances of this gland 
probably affect the function of the digestive 
tract. In the first case, the intestine is over- 
stimulated, and in the second, it is sluggish. 

Nutritional disturbances probably account 
for a very high percentage of the cases of ar- 
thritis. There is not much doubt in the minds 
of many of us that such disturbances may re- 
sult in proliferative changes in joints. These 
disturbances may be traced to the wrong kind 
of foods, poorly balanced meals, and bad habits 
of eating. For example, many people eat more 
carbohydrates than can be absorbed and the 
result is intestinal fermentation, with an acid, 
foul-smelling, ill-formed stool containing undi- 
gested starch. <A restriction of carbohydrate 
intake will often relieve the swelling and dis- 
comfort in many arthritic joints. Any food 
which is indigestible upsets the whole digestive 
function. Too much food and too rich food 
are also to be warned against. 

Quack diets, ‘‘thirteen-day diets,’’ and the 
like have no sound physiological basis when 
one stops to think of the chemical processes go- 
ing on in the intestinal tract during digestion. 
The only thing to be said of such diets is that 
a patient who has been overeating would be 
better off, temporarily, on any diet rather than 
the one on which he usually exists. The whole 
question of diet depends on getting the required 
kind and the proper amount of food into a 
patient each day, so that his cell metabolism 
will be carried on in a normal manner. 


? 
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In considering disturbances in the large in- 
testine, we find that constipation and, often- 
times, diarrhea are associated with arthritis. In 
the first instance, the progress of the intestinal 
contents is too slow and in the second, it is 
too rapid. The one thing, to be aimed at here, 
is to secure normal evacuation of the bowel. 
The use of cathartics, lubricants and _irri- 
gations will not restore the bowel to normal 
physiology. This can be done by the use of a 
proper diet and vitamins, especially B, and that 
which is most important, the cultivation of nor- 
mal and regular habits. 


Frequent emotional disturbances, such as 
chronie disappointments, trouble, fear, worry, 
and chronic fatigue probably have a great deal 
to do with maintaining the arthritic condition. 
Just why this is true is not entirely clear, but 
it is probably through their affect on the funce- 
tion and chemistry of the digestive tract. Those 
who are constantly dealing with arthritics seem 
to have a higher percentage of suecess when 
they consider these emotional conditions se- 
riously. 

In the eare of arthrities, the surgeon finds 
his place in preventing deformities, restoring 
motion and in the supervision of the care of 
the joint by the physiotherapist. In the pro- 
liferative type of arthritis the joints must be 
moved at frequent intervals within the limits 
of discomfort. The muscles which control the 
function of the affected joints become atrophied 
and they should be actively exercised. The 
very acute cases must be kept at rest. .In these 
eases, counterbalanced splints, applied to the 
extremities in comfortable positions, may be 
very useful in restoring motion. Many deform- 
ities, when there is some motion present, may be 
corrected by osteotomies and capsuloplasties. 
Ankylosed joints may have arthroplasties done 
on them to restore motion. This can be done 
in the elbows, fingers, hips and knees. 


In the degenerative type of arthritis, obstruct- 
ing spurs and loose bodies in the knee joints 
may be removed. These joints are apt to be 
irritable after trauma. The treatment is rest, 
followed by physiotherapy. Many patients with 
limitation of hip abduction do well when given 
daily stretching in abduction and exercises to 
improve the tone of the hip muscles. 


(Shdes illustrating the various conditions 
were shown.) 


CONCLUSION 


Every practitioner of medicine, including 
the specialist, is in more or less frequent con- 
tact with arthritic patients, and far too many 
of these doctors feel helpless in coping with the 
disease. These patients are too often told that 


nothing can be done to relieve them, and they 
are dismissed casually, having received no con- 
structive help or advice. 





When such a situation as this exists, it igs 
small wonder that these unfortunate people, 
having lost hope, clutch at any straw which 
seems to promise relief. They take all sorts of 
advice from well-intending friends and neigh- 
bors and hence they are often led into the folds 
of quacks, faddists and healers. 

Chronic arthritis is becoming more and more 
a live subject, and those of us who are inter- 
ested in it find newer methods of approach. It 
should be our duty to broadeast knowledge that 
is slowly, but surely, being acquired to combat 
a disease which is so universal and affects so 
many in our country; having an onset incidence 
nearly twice as high as any other chronic dis- 
ease. 

There are many reasons for the lack of in- 
terest by the practitioner in patients afflicted 
with arthritis. Through the ages, innumerable 
panaceas and methods of therapy have been 
proposed, nearly all of which have ultimately 
failed; or at least have failed to relieve or cure 
every patient. The result of all this has been 
that many practitioners have become more and 
more convinced that nothing is of any use, and 
interest ceases. 


The estimate that there are about 4,000,000 
arthritics in this country ought to be a challenge 
to every practitioner of medicine. A few are 
slowly obtaining better results year by year, 
and these are being obtained as a result of 
painstaking work and care. The old panaceas 
have been scrapped and instead of pouring 
drugs into their patients to relieve symptoms, 
they are carefully studying them in an effort to 
find out what abnormal condition or conditions 
may be present. Such conditions once discov- 
ered, they proceed to eliminate or eradicate 
them. 


The whole social and economic situation of 
the arthritic would be helped if all the medical 
and philanthropic societies would combine in 
an effort to produce some plan that would bring 
proper medical treatment to him. Such a plan 
has been suggested. It includes a small central 
hospital with a group of physicians, nurses and 
physiotherapists working as a unit with the 
family doctor, and bringing to bear the best 
medical and surgical advice at a minimum cost. 
The so-called Vermont plan in poliomyelitis 
has worked well and is known the world over. 
Using this scheme as a fundamental basis, it 
would seem possible to save a great deal of suf- 
fering, crippling and economic loss, which 
would outstrip by far anything that has been 
done for any other chronic disease up to the 
present time. The need is urgent. Let us lead 
the way. 





DISCUSSION 


PRESIDENT ALLEN: Now, since each one of you 
has 20 arthritics under his care, let’s get a report 
and discussion. é 
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Dr. Hays: I think Dr. Ober handled this subject] of my paper I would like to emphasize one in his 


very nicely. But one thing, I think we don’t do to 
help those arthritics is to get them early. They are 
medical cases and I think that not half of the cases 
that go to surgery should go there. They do things 
that should not happen. These cases should be 
taken care of early in their condition, and if you 
are going to take care of them you must check 
from head to foot, in a general way, and not be 
satisfied with taking out teeth and tonsils. In this 
way, if we could spread the news, there could be 
much done for arthritis. 


Dr. Cotsy: The medical profession probably has 
not learned the latest treatment. I have a patient 
that has been taking ‘crazy water’, and I expect 
before long the medical profession will not have 
these millions on their hands. 


Dr. Ricker: What I have to say will come better 
this afternoon, than now. I think there is nothing 
new, that is worth reading, on arthritis or focal 
infection. Most of us learn from personal expe- 
rience. I don’t know Dr. Ober’s private life, but 
I assume that for the most part he sees cases of 
arthritis under serum treatment, and this and that 
that has been done. There are those of us here 
who see cases before anything is done. Please do 
not disregard the fact that many cases have in- 
fected roots and tonsils removed, and get well, 
and don’t get into Dr. Ober’s office. 


Dr. TEMPLETON: AS a general practitioner, I do 
think that many patients having arthritis are re- 
lieved by removal of their focal. infection. Yet we 
have a great deal to learn, for many of our cases 
of arthritis are due to emotional and intestinal dis- 
turbances. I will cite one case. The husband was 
an invalid and the wife the only source of his care. 
She was taken ill with a very severe attack of 
arthritis. I put her on the routine arthritic treat- 
ment, yet she went bad, day by day. I sat down, 
and, looking at her, I seriously meditated what was 
best to do because it was a most serious condi- 
tion. After a very careful inspection of her gen- 
eral appearance, particularly the abdomen I struck 
on this treatment. I cut out all the arthritic treat- 
ment and put her on nux (vomica) and dilute hy- 
drochloric acid. The results that I had were most 
amazing. Shortly afterward she was able to take 
care of herself and husband and the arthritic con- 
dition disappeared. 


; I think it well for the practitioner to carefully 
inspect the general condition of the patient and 
carefully weigh the use of cathartics and alkalies. 


_Dr. BEECHER: I enjoyed Dr. Ober’s paper, and 
since he was kind enough to emphasize one point 





paper. We have had three cases, within three 
years, in which many teeth were extracted, result- 
ing in general sepsis and death. Dr. Ober said 
something about the slowness of the food passing 
through the intestine, and insisted that the patient 
have a normal stool each day. I remember one 
patient that we had in a clinic, whom we asked 
whether her bowels were regular. She said, “Yes, 
they move once a week.” That may have been 
perfectly normal. If three meals a day constitute 
an artificial habit, one movement a day may be just 
as artificial. 


Dr. Witson: I am sorry I didn’t hear the entire 
paper, and I don’t know whether Dr. Ober brought 
up the point that the age at which most of this 
chronic arthritis appears is significant. Most of 
them, in women, come at age of menopause, and I 
don’t know whether the doctor brought out the con- 
dition that possibly the endocrine changes come at 
that time and may have something to do with ar- 
thritis. I would like to hear what he has to say on 
this. 


Dr. Onsen: Dr. Ricker mentioned the focal infec- 
tion idea. I, of course, stated that focal infections 
are concealed infections, and have to be taken care 
of. Personally I have seen what seemed to be a 
miracle after the removal of a tonsil or abscessed 
teeth, but if you have a patient with diseased teeth 
and diseased tonsils removed, and they still have 
arthritis, what are you going to do next? This focal 
infection idea has been before the public for about 
twenty-five years, and everybody thought the re- 
moval of focal infection was going to solve the 
arthritic problem, but it has not. If people have 
focal infections, no matter what is going on in that 
body, the infection should be taken care of, if the 
patient is in a condition to have it done. 


Dr. Templeton spoke about the use of drugs. All 
of these drugs relieve pain and make the patient 
more comfortable, and I think that is necessary. 
A patient who has a good night’s sleep is apt to be 
more uncomfortable than the one who has been twist- 
ing and turning, as the latter has exercised his 
joints, and the former slept and did not exercise. 
Regarding the use of small doses of cinchophen I 
think one man reported two deaths. There have 
been several other deaths reported in the litera- 
ture. Many of these patients have deficiency in 
hydrochloric acid in their stomachs. 


The point Dr. Beecher has made,—most people 
have movements of the bowels almost any time. If 
the form of the stool is normal it may be all right, 
whether it is once a week or once in two weeks, 
and I think there have been cases on record where 
it has gone longer than that. 





NORTHEASTERN MEDICAL SOCIETY 


N January 12, 1934 the second quarterly 
meeting of the Northeastern Medical So- 
ciety met at the Elks Home in St. Johnsbury. 


The program started with an enlightening 
talk by Dr. William Ricker on Andreas Vesalius. 
He first vividly portrayed the time in history 
when Andreas Vesalius lived, taking up a few 
of the medical practices of Galen which were 





then in vogue. He continued then with the 
birth of Andreas Vesalius, telling of some of his 
childhood experiences as the son of a Physician 
and then told of his anatomic studies and the 
compilation of his historic anatomy. Dr. Ricker 
presented at the meeting for inspection a second 
edition of Vesalius’ work which was published 
in 1555. 
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Following the talk a delicious dinner was 
served. 

At 8:15 the meeting was called to order. The 
minutes of the last meeting were read by the 
Secretary and approved. Dr. Farmer suggested 
that the next meeting be held at Barton in April. 
This met with unanimous approval. Drs. Cleas- 
by, Sherman, and Rublee were appointed to see 
about arrangements. 


President Blake then introduced Dr. Henry 
R. Viets of the Massachusetts General Hospital, 
who spoke on the subject of ‘‘Neurosyphilis: a 
Clinical Problem.’’ He first reviewed briefly 
the history of syphilis, noting the beginning of 
it in Europe, the last part of the fifteenth ecen- 
tury, when it spread as an epidemic and became 
a devastating disease with a mortality of nearly 
fifty per cent. In the four hundred years since 
that time there has grown up a distinet im- 
munity to syphilis and it seems not unlikely that 
each one of us has some natural protection 
against the disease. One sees, moreover, an in- 
creasing number of patients who have had the 
initial infection, followed by well-marked inva- 
sion of the central nervous system, and who 
have completely recovered without treatment. 
In other words, except for the sears left by such 
a disease as tabes dorsalis, a patient of this type 
may present no indication of any activity of 
progress in the disease when first seen. The 
opposite, of course, is true, in that patients are 
recognized with active neurosyphilis who do not 
respond to the ordinary type of treatment, no 
matter how much is given and over how long 
a period of time. One of the important prob- 
lems, therefore, in the adequate handling of a 
patient whose central nervous system has been 
invaded by the syphilitic virus is to ascertain 
at the start all the facts that can be gath- 
ered about his disease. This material ought to 
indicate to the doctor whether the patient has 
active neurosyphilis or whether the disease is 
in a quiescent or even a ‘‘burnt-out’’ stage. The 
basis for this estimation is upon five points, as 
follows: 

(1) The history of the initial infection, 
largely important for an estimation of the time 
which has elapsed since the disease entered the 
body and the patient presents himself to the 
doctor for treatment of his neurosyphilis. Other 
things being equal, it is reasonable to assume 
that the longer the disease has been harbored 
by the individual, the longer it will take to 
eradicate it. 


(2) Inquiry should be made in regard to the 
type of treatment received during the first and 
second stages of the disease. Was the patient 
adequately treated? What form of treatment 
was used? Most cases of neurosyphilis give a 
history of grossly inadequate treatment during 
the primary and secondary stages. 





(3) To what extent have the various systems 
of the body been affected by the disease other 
than the nervous system? Is there evidence of 
vascular syphilis, syphilis of the bone, serious 
disease of the liver, ete.? To determine these 
factors a thorough physical examination with 
the collection of laboratory data is necessary. 

(4) An investigation of the family history 
sometimes gives us important information re- 
garding the natural resistance the patient might 
have to the disease. Some families show very 
little resistance and one can note a long series 
of catastrophes of one type or another, all the 
result of invasion by syphilis. 

(5) The most important test for signs of ae- 
tivity of syphilis in the nervous system is the 
examination of the spinal fluid. In many eases 
it is practically impossible to decide about the 
treatment necessary without having these data 
at hand. The important tests done upon the 
spinal fluid are as follows: 

(a) The immediate counting of the cells. 
This information is our best guide to the ae- 
tivity of the disease. A large number of cells 
present in the spinal fluid indicates an active 
meningitis, the easiest form of neurosyphilis to 
eure. <A few ecelis, on the other hand, indicate 
a deep parenchymatous infection, difficult to 
adequately treat. 

(b) Globulin in the spinal fluid is present 
in almost all forms of neurosyphilis and is much 
increased in the parenchymatous degenerations. 

(ec) The Wassermann ‘test, usually positive 
in most eases, is confirmatory of the diagnosis, 
but does not help very much in estimating the 
activity of the process. 

(d) The colloidal gold test is of considerable 
value in estimating the progress made by treat- 
ment and the general prognosis of the case. 
The initial gold colloidal test before treatment 
does not by any means make certain the diag- 
nosis of any one type of neurosyphilis. If, 
however, the colloidal gold test is strongly posi- 
tive before treatment is inaugurated and remains 
so after the patient is adequately treated for six 
months or a year, the conclusion may be drawn 
that one is dealing with a parenchymatous type 
of neurosyphilis and the prognosis is not good. 


So important are these tests in the spinal fluid 
that we have come to depend upon them, not 
exclusively but certainly with a great degree 
of security. This being the case, it seems inad- 
visable to treat any patient with neurosyphilis 
without a preliminary test of the spinal fluid and 
the frequent repetition of this test throughout 
the course of his treatment. A useful method 
of treatment, which combines the best of the 
ordinary antiluetiec therapy with a frequent ex- 
amination of the spinal fluid, is the intracistern 
serum treatment. This method, formerly used 
as intraspinal treatment, has now been largely 
abandoned on account of the pain and discom- 








ee ee i ee a ee a 











VERMONT STATE 


VOL. 210 
NO. 7 


MEDICAL SOCIETY 379 





fort involved in the injection of serum into the 
lumbar spine. The worst features of this method 
of treatment are obviated by using the cistern 
route, first devised by Ayer in 1919. It is now 
possible to give treatment in this manner as an 
office procedure. In general, the method is as 
follows: After a preliminary course of mer- 
eury or bismuth and iodide, the patient is given 
an intravenous injection of neoarsphenamine. 
Fifteen minutes after this injection 50 ee. of 
blood are withdrawn, allowed to clot, and about 
20 ee. of serum poured off. This is inactivated 
and then reinjected, at some time during the 
course of the next few days, into the cistern. 
At the time of the cistern puncture eneugh spi- 
nal fluid may be taken so that the above tests 
ean be done after each injection. These injec- 
tions may be done every week or two, until the 
spinal fluid is clear or the doctor has decided 
that it is no longer worth while to give the 
treatment. 

Finally, Dr. Viets stated that in general the 
outlook for a patient with neurosyphilis is 
much better today than ten or fifteen years ago. 
We now look forward to curing a certain num- 
ber of cases and to stopping the activity of the 
disease in an even larger number, keeping it 
well under control. A few patients will advance 
rapidly into the more serious types of neuro- 
syphilis in spite of any form of treatment. Only 
one form of treatment has been mentioned, but 
there are many others of equal importance, 
which cannot be considered at the present time. 


Dr. Burton E. Hamilton of Boston then spoke 
on ‘‘Progress in the Treatment of Chronie 
Heart Disease.”’ 

He stated that :—Carotid Sinus Disease, as it 
is called, may be considered a newly discovered 
heart disease. It is to be suspected where sud- 
den brief fainting attacks occur. There may 
be convulsive movements. It should be con- 
sidered especially where a diagnosis of Stokes 
Adams Syndrome is suspected. If the seizures 
can be produced by pressure upon the carotid 
artery where it bifureates close beneath the 
anele of the jaw, the diagnosis of carotid sinus 
disease is established. Some proved cases have 
responded to simple procedures for protecting 
the carotid sinus region against pressure such 
as pressure from a high stiff collar. Others 
have responded to atropinization or administra- 
tion of adrenalin or adrenalin-like drugs. A 
few have been successfully treated by surgical 
denervation of the earotid artery in the region 
of the carotid sinus. Cases of carotid sinus 
disease are rare, but it is clearly important not 
to overlook them since they can be successfully 
treated. 

Probably even rarer are patients with stub- 
born congestive heart failure associated with 
chronic adhesive pericarditis who have been re- 
lieved by cardiolysis. Adhesive pericarditis 
should be considered among other possibilities 


where there is congestive failure and oedema 
of a stubborn nature. A few extraordinarily 
successful results have followed surgical treat- 
ment of the adhesive pericarditis in a small 
number of carefully selected cases. 

The role of the thyroid in heart disease has 
recently attracted increased interest. In hypo- 
thyroidism, though there are often changes in 
the electrocardiogram, and in the heart size, 
and though these changes return toward normal 
with treatment of the hypothyroidism by 
thyroid feeding, it is clear that hypothyroidism 
untreated does not tend to cause angina peec- 
toris or congestive heart failure. There is then 
no such thing as the hypothyroid heart as a 
clinical problem. In fact, treatment of hypo- 
thyroidism by thyroid feeding in some patients 
who have never had heart failure may be fol- 
lowed by breathlessness or symptoms of angina 
pectoris. 

As everyone knows, hyperthyroidism increases 
the work of the heart. Where it occurs in older 
patients, it frequently causes attacks of, or 
persisting, auricular fibrillation, and, in some 
such cases it causes congestive heart failure of 
a stubborn nature. Successful surgical treat- 
ment of hyperthyroidism almost always results 
in complete clinical cure of the cardiac symp- 
toms. Oftentimes it is difficult to recognize 
an underlying hyperthyroidism in the presence 
of congestive heart failure. Though heart fail- 
ure due to hyperthyroidism is rare, it is not 
so rare that one may not expect to find it in the 
course of general practice more than once in a 
lifetime. And where it is found and success- 
fully treated, the results are a source of great 
eratification to all concerned. One should sus- 
pect it particularly where one encounters auric- 
war fibrillation and stubborn heart failure in 
emaciated, pigmented elderly women. If one 
is alert, one will suspect it many times before 
one finds it once. 

It has been shown recently that complete 
extirpation of the normal thyroid gland will 
ereatly ameliorate the symptoms of congestive 
heart failure and angina pectoris. The only 
important objection to this procedure is the 
obvious one that extirpation of the thyroid 
sland is followed by symptoms of myxedema. 
At present, we do not know how much of a pen- 
alty patients would have to pay in terms of 
myxedema for the benefits to the heart from 
complete extirpation of the thyroid gland. 
Elaborate work is now being done in particular 
at the Beth Israel Hospital in Boston on this 
subject. It is to be hoped that when we know 
more about it we shall have another useful 
therapeutic weapon at our disposal. 

Dr. Hamilton next pointed out that though 
drugs may ameliorate cardiac symptoms to some 
extent, and rare cases may appear where sur- 
gical intervention causes dramatic results, with 
rare exceptions the successful treatment of car- 
diae patients consists in stubborn control of 





the daily life by carefully planned régimes. To 














280 VERMONT STATE MEDICAL SOCIETY N. E. J. OF M, 
FEB. 15, 1934 

diseuss them adequately is difficult. The 6 Examinations for milk submitted for chemical 

simplest régime should consist of many com- only. 

ponents. The most important single point is 2 i “ foods. 

the avoidance of fatigue;—hours in bed, rest 1 . “ drugs. 

after meals and during the day should be 4 . for courts. 

specifically prescribed to fit the particular case. 9 ¥ “ courts, miscellaneous. 

The amount of exertion should be carefully con- 71 " “ miscellaneous. 


trolled. It is not enough to advise a patient 
not to make sudden, violent or unusual exertion, 
but these exertions should be definitely de- 
seribed. For example,—the exertions incident 
to operating an automobile are common causes 
of disaster to eardiae patients,—shoveling out 
of a drift, changing a tire, ete. Specifie in- 
structions should be given to cover this. The 
proper diet for a eardiac has many factors. 
For example:—balanced ingredients; bowel 
control; weight control; avoidance of gorging 
or over-distention of the stomach; control of 
anemia. This point, control of anemia, has 
proved of prime importance in some eases. At- 
tention to the daily régime has been shown to 
be the main factor in reducing the death rate 
in pregnant cardiae patients and in postponing 
disaster in patients with angina pectoris. 

Dr. Hamilton referred particularly to work 
described in the publications in the appended 
bibliography. 
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MISCELLANY 


VERMONT DEPARTMENT OF PUBLIC HEALTH 
December, 1933 

The incidence of communicable diseases during 
December is as follows: chicken pox 226, diphtheria 4, 
measles 297, mumps 76, scarlet fever 69, typhoid 
fever 3, tuberculosis 8 and whooping cough 257. 

The Laboratory of Hygiene reports a total of 
12,234 examinations during the month, these being 





-152 Examinations for diphtheria bacilli. 


33 = “ Widal reaction of typhoid 
fever. 

18 e “ undulant fever. 

95 ‘es “  gonococci in pus. 

168 i ** tubercle bacilli. 

339 ** syphilis. 

70 v4 of water, chemical and bacterio- 
logical. 

177 “g ** water, bacteriological. 

78 se ** milk, market. 





1 Autopsy to complete death returns. 


In the Division of Communicable Diseases 26 cases 
of gonorrhea and 16 cases of syphilis were reported. 
Three hundred and fourteen Wassermann outfits 
and 186 gonorrheal slides were sent out. 


The nurses of the Division of Poliomyelitis After- 
Care report 80 patients seen in December, 78 of whom 
were visited in their homes. Twelve doctors were con- 
sulted, one cast removed, three patients admitted to 
the Children’s Hospital, three patients admitted to 
the Audubon Hospital, three patients discharged from 
the Children’s Hospital, four patients discharged from 
the Audubon Hospital and one patient discharged 
from the Massachusetts General Hospital. Nine ortho- 
pedic corrections were made to shoes and three pieces 
of apparatus altered. The Vocational Worker of this 
Division reports sales amounting to $113.87. 

Five towns of the state were visited by the State 
Advisory Nurse assisting in the examination of chil- 
dren in schools and meeting with Home Demonstra- 
tion Groups. 





OBITUARIES 


WADE—H. M. Wapr, M.D., son of William and 
Adeline (Kneeland) Wade, was born February 20, 
1852, in Waterbury, Vt., and died January 2, 1934, 
of injuries received in an automobile accident. 

Dr. Wade passed his boyhood and received his pri- 
mary education in the common schools of Waterbury 
and Stowe. He graduated at Barre Academy in 
1875 and entered the academic department of the 
University of Vermont, where he graduated in 1879, 
and graduated from the Medical Department of the 
same institution in the class of 1883. He at once en- 
tered upon the practice of his profession in Starks- 
boro, being at the time of his death the longest es- 
tablished physician in this vicinity, and also health 
officer. 

He is survived by one brother, Charles Wade, of 
Hopkins, Minn.; two nieces, Miss Alexina A. Wade 
of Hopkins, Minn., and Mrs. Helen Adams of Spring 
Valley, Minn., and two nephews, Arthur M. Wade of 
Canogo Park, Calif., and Henry H. Wade of Hop- 
kins, Minn. 





DENMAN—Horace Braprorp DENMAN, M.D., aged 
64, practicing physician in Springfield for 17 years, 
died suddenly in December, 1933. Dr. Denman was 
born in Scottsville, N. Y., April 26, 1869. He com- 


pleted the courses in the common schools of Scotts- 
ville and attended Starkey Seminary at Seneca Lake, 
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N. Y., and graduated from the Hahnemann Homeo- 
pathic Medical College at Philadelphia in 1894. 

Soon after graduation he settled in Pawlet, Vt., 
where he practiced for 17 years, and met and mar- 
ried Bertha Sherman on June 19, 1901. Two daugh- 
ters were born to them. 

In 1916 he moved to Springfield, Vt., where he 
built up a large practice and took an active part in 
community affairs. He held many offices at various 
times in the Masonic Order. He was also a mem- 
ber of the Modern Woodmen of America, Sons of the 
Union Veterans of Springfield, and the Vermont 
Medical Association. 

Besides his widow and two daughters he leaves a 
brother, Dr. E. H. Denman of Berkeley, California, 
and a sister, Mrs. Mary D. Nelson of Pawlet, Vt. 





SOMERS — H. E. Somers, M.D., aged 52 years, 
practicing physician in Newport, died at his home, 
November 17, 1933, after a few days’ illness, of an- 
gina pectoris. 

Dr. Somers was the son of Homer and Clara Wig- 
gins Somers of Irasburg. He was a graduate of the 
University of Vermont Medical College. Dr. Somers 
was a World War Veteran having enlisted January 
23, 1918. He was a first lieutenant in the Medical 
Corps 840 Aero Squadron. He was discharged in 
1919 with the rank of Captain. He held a commis- 
sion as Captain in the Reserve Officers for several 
years. He was one of the most active in the organ- 
ization of Newport Post of the American Legion and 
was a member of the Vermont Medical Association, 
and a Mason. 

Dr. Somers is survived by his wife, Mrs. Dorcas 
Somers; their two children, Joyce and Homer 
Somers, and by an older daughter by a former mar- 
riage, Miss Ruth Somers of Claremont, N. H. 
There are also three sisters to mourn his loss, Mrs. 
H. C. Berry of Brattleboro, Mrs. D. M. Croft of 
Middlebury, and Mrs. B. C. Brown of Three Rivers, 


P. Q. 





SEARS—F. W. Sears, M.D., aged 74 years, Pro- 
fessor of Neurology at the College of Medicine, Uni- 
versity of Vermont, and a prominent physician of 
Burlington, died January 3, of this year. 

Dr. Sears was born in Morristown, N. Y., in 1859. 
He was graduated from Adelphi Academy in 1876, 
and attended Yale and Amherst Colleges receiving 
an A.B. degree from the latter in 1881. He received 
his Doctor of Medicine degree from the University 
of Vermont in 1888, and later took many postgrad- 
uate courses. He also studied at Harvard, Johns 
‘ Hopkins University, and in London, Paris, Munich, 
and Vienna. 

In 1890 he began the practice of medicine in Wa- 
terbury. He had been Professor of Neurology at the 
University of Vermont since 1912. He was a mem- 
ber of the Boston Society of Neurology and Psy- 
chiatry, the New England Psychiatric Association, 
and the Vermont State and Chittenden County Mcdi- 
cal Societies. He was always considered by his as- 





sociates to be a student, an excellent teacher, and 
to have a genius for friendship. 

Dr. Sears left his widow, Elizabeth Hollis, whom 
he married in 1881, and one brother, Superior Judge 
Charles B. Sears, of Buffalo, N. Y. 





ROBERTS—G. Xavier Roserts, M.D., died Decem- 
ber 18, 1933, at his home in Chester. He was born 
near Brattleboro on March 10, 1871, and received his 
early education in the public schools of Brattle- 
boro. He then went to Dartmouth College, and re- 
ceived his degree of Doctor of Medicine from the 
University of Vermont in 1896. He later took post- 
graduate work. 

He married Miss Cora Miller of Newfane, who 
died in 1916. One son, Raymond Frank Roberts of 
New York City, was born to them. On August 2, 
1918, Dr. Roberts married Miss Abbie Eleanor Brann 
of Coopers’ Mills, Me. 

After practicing medicine in Hartford, Conn., and 
Brattleboro, he came to Chester in 1910. During 
the World War he:served in the Medical Corps and 
was discharged with a rank of Captain. 

Dr. Roberts was a member of the Masonic bodies 
of Brattleboro, of the American Legion, a trustee of 
the Chester American Legion, a member of the Con- 
gregational Church, the American Medical Associa- 
tion, and the Reserve Officers’ Association. He was 
also a member of the Windsor County Medical Soci- 
ety, and the Vermont State Medical Society. 

Burial was held in Brookside Cemetery. He is 
survived by his widow and one son, Raymond Roberts. 





PERRAULT—J. G. Perrautt, M.D., aged 61 years, 
died at his home in St. Albans, Vt., January 31, fol- 
lowing a few days’ illness of pneumonia. 

Dr. Perrault had been a successful practitioner in 
that city for the past 35 years. He was born in 
St. Pie, Quebec, April 19, 1872. He attended col- 
lege in St. Hyacinth, Quebec, and then spent two 
years at the University of Vermont and three years 
at Lavalle University of Quebec in Montreal, com- 
ing here from the Canadian metropolis. 

Besides practicing his profession, the deceased 
was active in politics and served as a member of the 
city council and as health officer. 

Dr. Perrault was prominent in fraternal circles, 
being a member of the Independent Order of For- 
esters, St. Albans Council No. 297, Knights of Colum- 
bus, St. Aerie No. 1,205, Fraternal Order of Eagles, 
St. Jean of Baptists Society, Catholic Order of For- 
esters and Modern Woodmen of America. He was 
a member of the Franklin County Medical Society. 

The deceased leaves his widow, Josephine Chartier 
Perrault; three daughters, Alexandra, Germaine and 
Emmaline; four brothers, Gadfois of Milton, Quebec; 
Phillias of St. Pie, Quebec; The Rev. Alfred C. of 
Damase, Quebec; Albert of St. Hyacinth, Quebec, and 
one sister, Sister St. Emile, and several nieces and 
nephews. 
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CASE 20071 
PRESENTATION OF CASE 

Dr. Harry M. Spence:* This ease is that of 
an eighteen year old student who entered the 
hospital complaining of pain in the left flank 
of seven weeks’ duration. 

The family history is irrelevant. The past 
history is not significant; he had always been 
in fairly robust health. 

Ten weeks before entry he developed a septic 
blister on his left heel. This was drained, and 
did well following that. Seven weeks before en- 
try, three weeks after the blister was drained, 
he developed pain in the left flank region and 
began to run a septic chart. After a week of 
this the left kidney region was explored by his 
own physician under ether anesthesia, with the 
expectation of finding a perinephric abscess. 
The exploration was negative, but a cigarette 
wick was left in the hope that something would 
break down spontaneously. Subsequent to the 
operation, six weeks before he came in, he ran 
an afternoon fever, had some pyuria and was 
going downhill steadily and rapidly. 

Physical examination showed an emaciated, 
frail boy with normal heart and lungs. The 
blood pressure was a trifle low, 88/60. The ab- 
domen showed in the left flank a mass which 
was tender and did not move with respiration, 
thought to be either the kidney or the spleen. 
He had the sear of the previous operation in 
the left flank with a drain in it and a little sero- 
purulent material was coming out. It did not 
seem to be an abscess; that drainage seemed to 
be merely what the wick had provoked. Those 
are the essentials in the physical examination. 

The temperature was 102°. The white eell 
count was 11,000. He had marked anemia—a 
hemoglobin of 50 per cent and a red e¢ell count 
of 2,790,000. The smear was negative. The 
urine showed numerous white cells and a very 
slight trace of albumin. He was found to be 
in blood group II. 

X-ray examination showed a normal chest. 
An intravenous pyelogram showed a normal 
right kidney, but we thought the left kidney was 
pressed inward and downward by an extrinsic 
mass. 

Before operation the patient was given a trans- 


*Assistant resident on the Urological Service. 





very well from the wound but he was not pro- 
eressing very rapidly. <A third transfusion was 
decided upon to see if he would improve any. 
He was given 550 cubie centimeters of whole 
blood from a group II donor. As this transfu- 
sion was concluded he coughed and became cold, 
eyanotie and clammy. He did not complain 


of pain. He did not lose consciousness. He 
had an involuntary bowel movement. This was 


thought to be the result of the transfusion. He 
Was given oxygen, and as a result of this meas- 
ure came around fairly well, so that in a couple 
of hours he was able to sit up and read a news- 
paper. <A few hours later he relapsed into a 
condition of more or less shock, and died twelve 
hours after the transfusion. 

Dr. Ausrey O. Hampron: The diaphragm is 
relatively normal on both sides except that the 
right diaphragm is no higher than the left. The 
plain film of the urinary tract does not show 
either kidney outline or the psoas muscle. 
There are no areas of calcification. There is a 
ereat deal of gas in the bowel. The first film 
after the intravenous dye shows a normal right 
kidney pelvis, calices and ureter. The left kid- 
ney is not excreting so much dye as the right, 
so that we can say there is some impairment of 
function. We got a film later which showed a 
fairly definite deformity of the upper and mid- 
dle calyces of the left kidney. There is a pres- 
sure defect here on this calyx. 


CiinicaAL Discussion 


Dr. Hampton: I think we may have inter- 
preted that film wronely if we said it showed 
an extrinsic mass, because we have some evi- 
dence of involvement of the kidney itself in this 
impairment of function which we have demon- 
strated. So I should say the mass is in the 
kidney. We have had tumors that were as large 
as that and did not impair the function, so I 
suppose we could go on to say the thing is not 
a tumor. 

Dr. SPENCE: Dr. Barney explored the kid- 
ney again under local anesthesia. The patient 
was in very poor condition from the time he 
entered; for that reason the exploration was 
not so extensive as it might have been. Some 
softened areas were found in the left kidney 
cortex at the lower pole. When incised about 
a dram of pus came out. The abscess cavity 
did not seem to communicate with the pelvis of 
the kidney. Drains were left in. The kidney 


was not taken out on account of the patient’s 
poor condition. 
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We thought the case to be one of cortical 
infection of the kidney with anaphylactic shock 
of some description associated with the repeated 
transfusions. 

Dr. J. DELLINGER BARNEY: This case is that 
of a very sick boy who had been watched for a 
long time without any definite conclusions be- 
ing reached. When he came in here it seemed, 
with this picture and physical examination, as 
if he had a perinephrie abscess, or as has been 
said, a cortical abscess, but the exploration it- 
self had failed to reveal any pus outside the 
kidney. Just how much pus was in or around 
that kidney I do not know. But it seemed as 
if the only thing to do was to drain. The pa- 
tient was far too sick and the indications too 
obvious to consider cystoscopic investigation. 

I operated under local anesthesia, enlarged the 
sear of the previous incision and exposed the 
kidney completely. I got my hands around the 
entire kidney and decapsulated it without any 
difficulty. There was an irregular contour of 
the kidney suggesting masses either of tumor 
or of inflammatory tissue. In the end I dis- 
covered at the lower pole a mass of broken down 
necrotic kidney tissue which was opened and 
drained, with the escape of a quantity of necrotic 
material and pus. No other abscess cavities 
could be found on exploring the surface of the 
kidney or its surrounding tissues. It seemed to 
me that the only thing to do was to take the 
kidney out; but the boy was certainly in no 
condition to have stood a nephrectomy at that 
time. We thought that the only practicable 
thing at that time was to get him into better 
shape so that either a nephrectomy could be 
done later or that possibly we might sueceed 
in clearing up the condition without further 
surgical interference. 

For the first few days after operation his 
general condition was very much improved. 
Then he began to go from bad to worse. His 
abdomen became a little more distended than 
it had been. It was obvious that more surgery 
would have to be done, but it was equally ob- 
vious that no more surgery could be done until 
he was in better shape. Therefore we trans- 
fused him in the hope of getting him into better 
shape, with the result which you know. 

I may say that it was interesting that that 
pressure defect in the left renal pelvis corre- 
sponded with similar pressure defects in neo- 
plasms of the kidney and as I have found to 
my surprise and sorrow, in intrarenal cysts, 
which produce such flattening and deformity. 

Dr. JAMES C. WHITE: Can you differentiate 
by x-ray marked distention from organic occlu- 
sion ? 

Dr. Hampton: I think so. I think we can 
say that the ureter and kidney pelvis were per- 
fectly open. 

Dr. WuitEe: I mean the intestinal tract. 





Dr. Hampton: I think with a tumor of that 
size the intestine would fill with gas and would 
be dilated. <A definite differentiation of occlu- 
sion and ileus cannot usually be made by gas 
shadows alone. 

Dr. Barney: Dr. Hampton, was there any- 
thing in this x-ray film or in any subsequent film 
which would show any enlargement of the heart 
or the pericardial cavity ? 

Dr. Hampton: We did not get a chest and 
heart examination I am sorry to say. We had 
a 40 inch film and it is a portable. We can 
sometimes estimate the size of the heart in a film 
like that. What do you think, Dr. Holmes? 

Dr. GEorcE W. Houmes: It looks a little 
broad. 

Dr. Barney: Clinically we found no evi- 
dence of fluid in his chest or of pericarditis, 
both of which things were found at autopsy. 


CLINICAL D1AGNoses (From Hospirau RecorD) 


Perinephrie abscess. 

Cortical abscess of left kidney. 

Anaphylactie shock following whole blood 
transfusion. 


ANATOMIC DIAGNOSES 


Renal abscess, left, with extension to perineph- 
ri¢ region. 

Operative wound, drainage of renal abscess. 

Pyelonephritis, left. 

Generalized peritonitis. 

Pyoureter, left. 

Hydrothorax, bilateral. 

Pulmonary collapse, right and left basal. 

Bronchopneumonia. 

Hydropericardium. 


PatTnoLocic DIscussION 


Dr. Tracy B. Mauutory: The autopsy showed 
one lesion that had been predicted and several 
others that had not been suspected. The kidney 
on the left side weighed 400 grams as against 
a normal of about 150, and practically the en- 
tire substance was necrotic. The upper half of 
it looked like an enormous carbuncle—a mass 
of intercommunicating small abscess cavities 
filled with bright green pus showing staphyl- 
ocoecus aureus on culture. There was no ques- 
tion that that was the primary lesion. 

The immediate cause of death was I think en- 
tirely unsuspected. We found nothing that 
would point towards anaphylactic shock. The 
lungs were not dilated; in fact there was con- 
siderable collapse of both bases. There was a 
trace of bronchopneumonia in one upper lobe 
and some purulent fluid in one bronchus, but 
on the whole there was comparatively little in 
the lungs. Each pleural cavity contained about 
half a liter of clear fluid, straw colored except 
for slight tinging which I believe we were 
responsible for in removing the sternum. The 
pericardium contained 400 cubic centimeters of 
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clear fluid. When we came to the peritoneum 
there was also fluid, but this time it was opaque 
and tinged with green, and flecks of fibrin 
proved the diagnosis of peritonitis. I think 
without much question the acute terminal perit- 
onitis was the cause of death. We were not 
able to demonstrate any communication between 
the abscesses of the kidney and the peritoneum. 
Either the infection had worked its way through 
without making any demonstrable opening or 
else it had reached the peritoneal cavity by way 
of the blood stream. I do not understand why 
the pericardial and pleural fluids should have 
been so extensive in amount and should have 
shown no evidence of infection. It was like 
the fluid one gets in eases of heart failure, not 
like that of acute pleuritis and peritonitis. I 
should imagine that fluid had been present only 
a few hours. We have had several eases in 
which it has been possible to get some idea of 
the rapidity with which fluid can accumulate. 
I remember in particular one ease of myxedema 
where physical examination and x-ray both 
showed no evidence of any considerable quan- 
tity of fluid in the chest twenty-four hours 
before death. At autopsy we found practically 
four liters of fluid scattered between the various 
cavities of the chest. So fluid can accumulate 
under some circumstances with great rapidity, 
and I imagine it probably did here. 

Dr. Houmers: Was the heart itself enlarged ? 

Dr. Mauuory: The heart was small—295 
grams. 

Dr. BarNEy: May I say that the peritonitis 
was entirely unsuspected on our part. The only 
evidence that may be related to peritonitis was 
the abdominal distention which occurred a few 
days before death. It was much more extensive 
and persistent than usual but was thought to 
be due to gas, as it probably was to a large 
extent; there was not enough free fluid to dem- 
onstrate its presence. The peritonitis was not 
suspected; there was no obvious cause. 

Dr. Hampton: He had an enormous amount 
of gas until they gave him an enema. The 
other film shows the change after the enema. 
We could not examine the kidneys at the first 
attempt. 

Dr. Houmes: It is surprising that a kidney 
so badly infected should excrete the dye. 

Dr. Mautuory: Yes, it is astonishing. There 
was very little renal tissue that we could make 
out at autopsy. 





CASE 20072 
PRESENTATION OF CASE 


Dr. RicHarp B. Capps:* This is the ease of a 
thirty-eight year old married English house- 
wife who entered the Emergency Ward com- 
plaining of severe abdominal pain and vomit- 
ing of two weeks’ duration. 


*Recently senior interne on the East Medical Service. 





First to fourth admissions. Eight years be. 
fore her first admission, sixteen years before 
her final one, she entered another hospital for 
intestinal symptoms characterized by diarrhea, 
eramp-like pains and nausea but no vomiting 
or jaundice. Her appendix was removed. Her 
symptoms cleared for a year, then recurred. At 
about this time—she was unable to remember 
exactly—a painless lump appeared in the left 
parotid region. Persistent cramps and diarrhea 
recurred five years later and were more or less 
constantly present for a year. The following 
year the lump over the parotid began to grow 
slowly, but did not become conspicuous until 
two years later, two months before her entry 
to this hospital, when it began to grow more 
rapidly. In the interval it had been treated 
with Alpine lamp treatments in another hos- 
pital. During the last week before entry it had 
grown very rapidly and had become very pain- 
ful. An x-ray examination for a stone in Sten- 
sen’s duct was negative. Exploration showed 
that the mass consisted of a series of enlarged 
lymph nodes in the neighborhood of the parotid. 
The salivary gland itself was negative. A 
lymph node was removed for histologic exam- 
ination and was reported to show ‘‘malignant 
Ivmphoma’’. A reéxamination of the slide 
shows the characteristic picture of Hodgkin’s 
disease, except that eosinophiles are entirely 
lacking. She entered the hospital four times 
for this complaint and was given x-ray treat- 
ment on each oceasion with considerable relief. 
Two years and a half before her fifth and last 
admission she entered for the third time com- 
plaining of severe abdominal pain localized par- 
ticularly in the left upper quadrant, and shoot- 
ing pains down her legs. The abdominal pain 
was fairly severe at times and was investigated 
in the hospital. An x-ray showed some sup- 
posed involvement of the second lumbar ver- 
tebra. Lumbar puncture was negative and a 
barium enema was negative. She had had in- 
termittent attacks of diarrhea which were not 
very severe up to that time. Thereafter the 
attacks of diarrhea became slightly more severe. 
Two months before her fifth admission she was - 
in the Skin Ward for supposed lymphomatous 
involvement of her skin. Following that dis- 
charge, about a month before her last admis- 
sion, she became rapidly worse, lost weight, and 
had more severe diarrhea, averaging fifteen or — 
sixteen movements a day. Two weeks before 
the final admission she developed the old pain, 
only much more severe. The diarrhea contin- 
ued until she came into the Emergeney Ward. 


Fifth admission. She was given two x-ray 
treatments in the Emergency Ward. After four 
days the pain was not relieved. The diarrhea 
ceased and she developed diffuse abdominal pain. 
Her belly became very tense and she was so 
weak that she was advised to enter the hos- 
pital on the Medical Service. 
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Examination showed a poorly developed and 
very emaciated woman, almost moribund, vom- 
iting continually and complaining of very se- 
vere diffuse abdominal pain. There was marked 
tenderness in the left upper quadrant, but the 
abdominal wall was so tight that it was im- 
possible to feel anything. The lower abdomen 
was also tender. No peristalsis was heard. She 
remained in the ward only twelve hours. Her 
pulse rapidly became weaker and she died. 


CLINICAL DiscussION 


Dr. Capps: At her third entry it was thought 
that she probably had lymphomatous involve- 
ment of the spine with pain from nerve root 
pressure. When she was in the wards for the 
fifth time, in spite of the fact that we did not 
know exactly what intestinal lesion she had, be- 
cause she had refused x-ray examination for the 
past two years, we thought that possibly she had 
some intestinal lymphomatous involvement which 
had been followed by perforation with general 
peritonitis. The discharge diagnosis was malig- 
nant lymphoma with a question of generalized 
peritonitis. All along we thought the left up- 
per quadrant pain was due to nerve root pres- 
sure. 

Dr. AuBREY O. Hampton: She had an enor- 
mous number of x-ray examinations. There 
is the colon examination two years before the 
last entry. It shows a dilated colon full of gas 
and nothing else that we can be sure of. She 
had a skull examination which was negative. 
She had recurrent lesions in her chest which 
seemed to disappear, I suppose with x-ray ther- 
apy. I think this is the last chest film. Here 
is a nodule on the right lung which disappeared 
under deep x-ray therapy. At the last examina- 
tion, about two months before death, she had a 
moderately high diaphragm, particularly on the 
right, with diminished radiance of the bases of 
both lungs which looks as much like infiltra- 
tion as anything else. I think it can be a little 
of both infiltration and pressure atelectasis. The 
heart shadow is quite small -in all the films. I 
do not believe we found any mediastinal tumors 
at any time in these chest examinations. Here 
is a mass in the lung root but not in the medias- 
tinum. She had bone changes in her skull and 
lumbar vertebrae which I think we thought 
were due principally to bone destruction, but 
the possibility of superimposed gas was brought 
up, because you might conceive of superimposed 
gas over the body of that vertebra making it 
appear diseased. In the anteroposterior view 
there is only a suggestion of pathology in the 
lumbar vertebrae, but in the pelvis and the 
upper ends of both femora there are found 
definite bone lesions characterized by multiple 
small rounded areas of bone destruction and 
new bone formation. You can see a few nodules 
7 that finger. One thumb shows it better than 
that. 





Dr. Wiuuiam D. Situ: I really have noth- 
ing to add. I saw the patient when she was 
obviously dying. The diagnosis seemed fairly 
well proved. 

Dr. EartE M. CHapman: The reason why 
this patient was sent to the Skin Ward at her 
fourth admission was that she had skin lesions 
over her body. In the Outpatient Department 
bromide was found in her urine. A provocative 
test with bromide in the Skin Ward did not pro- 
duce lesions immediately, so the conclusion was 
reached that she did not have a bromide rash. 

Dr. GrorceE W. Houtmes: An interesting 
question was brought up in regard to treatment 
in this case. Radiation over the abdomen for 
lymphomatous masses if they involve the gut 
may result in rapid breaking down of the mass 
and rupture of the gut. I do not believe in this 
ease that the treatment was the cause of the 
peritonitis. 

Dr. Tracy B. Matuory: One of the most in- 
teresting points in this history is its extreme 
chronicity. She showed symptoms definitely 
suggestive of Hodgkin’s disease sixteen years 
before her death and was known to have had 
the disease for eight years. I think it is rather 
characteristic of quite a number of Hodgkin’s 
eases that it is almost impossible to say when 
the disease begins. It is quite common to get a 
history of one enlarged lymph node or one 
group of enlarged lymph nodes running back a 
long time before there are any general symp- 
toms at all. 


CuInicaAL D1aGNoses (From Hosprrau Recorp) 


Lymphoblastoma. 
Peritonitis? 


ANATOMIC DIAGNOSES 


Hodgkin’s disease. 

General peritonitis, hemolytic streptococcus. 
Perinephrie abscess. 

Arteriosclerosis, slight aortic. 

Leiomyoma of the kidney. 


PaTHOLoGIc DIscussION 


Dr. Mautory: The autopsy here showed a 
terminal general peritonitis, as had been sus- 
pected, but it arose not from a rupture of the 
gut but from a rupture of a perinephric abscess. 
How long she had had this I think it is quite 
impossible to say; evidently quite a long period. 
There was a cortical abscess about three centi- 
meters in diameter in the left kidney. About 
this we found a very large perinephric abscess 
with a quite obvious communication with the 
general peritoneal cavity. That abscess had a 
pretty dense, thick wall of inflammatory tissue. 
I think it must have been present for months, 
perhaps longer. Elsewhere we found very ob- 
vious tumor involvement of the liver and spleen 
and none at all of the gastro-intestinal tract. 
The retroperitoneal and mediastinal nodes were 
not involved. We did not examine the pelvic 
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bones or the femora, but we did not find any- 
thing in the vertebrae. 

The first slide is from the liver. <A large 
proportion, in fact well over fifty per cent of 
the liver tissue in this area has been replaced 
by a tumor mass which is moderately scirrhous 
in character, containing a quantity of dense 
connective tissue stroma. It is made up almost 
wholly of cells of the lymphocyte series, a con- 
siderable number of them multinucleated. 
There are no eosinophiles. On the whole the 
lesion is fairly characteristic of Hodgkin’s dis- 
ease. 

The spleen showed similar lesions. The kid- 
ney showed, besides the abscess; a single nodule 
which in gross we failed to distinguish from 
the liver and spleen nodules but which micro- 
scopically turned out not to be lymphoma at 
all but a small leiomyoma. 

A Purysician: Can you make any guesses 
as to whether this was a retrograde pyelitis or 
blood borne? 

Dr. Matitory: The pelves and ureters were 
entirely negative, so that I think there is no 
question but it was blood borne infection. 

Dr. Hampron: Did you find scars in the 


lung where we thought the Hodgkin’s disap- 
peared ? 





Dr. Mattory: No; we did not make any 
special investigation, however. I think there 
is no question but that you got rid of the tumor, 

A PuysiciAn: Did you find normal lymph 
nodes? Did you cut any of those? 

Dr. Matitory: We have not any sections 
from them. 

A Puysictan: I wondered whether they 
showed normal architecture or not. 

Dr. Houmes: She did not have a high fixed 
diaphragm at any time, did she? 


Dr. Hampton: I do not know; I think not. 
The right diaphragm is higher than the left I 
think. She had a large liver and a large spleen; 
in fact both diaphragms were elevated. Her last 
examination was six weeks before death. 


Dr. Mauuory: I think it probably had been 
there over six weeks, I would guess much nearer 
six months, although in a patient with lym. 
phoma and a large spleen pain in the abdomen 
would hardly make one think of the kidney, left 
upper quadrant pain being so common with 
lymphomatous involvement of the spleen. 

In this case one of the presenting symptoms 
from beginning to end was diarrhea. We found 
absolutely nothing to explain that. 
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THE COMMON COLD 


PERHAPS there are few ailments about which 
so much ignorance and obstinacy are exhibited 
by the public, and occasionally by some of the 
profession, as about the common cold. Being 
the most frequent and familiar of all diseases, 
it generally breeds an unwholesome contempt, 
instead of the wholesome respect which it de- 
serves. Research has thus far contributed lit- 
tle to its control, beyond those precepts which 
should be the guide of practical medicine in 
treating its morbidity and avoiding its compli- 
cations. 

The term common eold, like most popular 
pathologic terms, is of course a misnomer, sig- 
nificant only in suggesting one of the predispos- 
ing causes of respiratory infection. As the 
youngest and therefore the least perfected of our 
body systems, the respiratory tract has the low- 
est resistance to infection. Any infection be- 
ginning in any part of the respiratory system 
is like a lighted match tossed into a field of dry 
grass and underbrush: the match may go out, 
or the fire may burn over the entire field, or, 
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by lucky turns of the wind, may spare certain 
parts of it. In any event, the fire is not ex- 
tinct, until it definitely ceases even. to smoulder. 

We commonly assume that bacterial infection 
is the immediate primary etiologic cause of colds. 
Nevertheless, it is clear that predisposing sec- 
ondary causes are almost invariably concerned, 
and of these probably the most important are 
fatigue and exposure to cold and wet. The 
peaks of seasonal incidence of colds in Septem- 
ber and March, at times when the most marked 
climatic temperature adjustments are taking 
place, suggest that there may be a vasomotor 
element in many colds, as in the asthmas. 

If an individual’s general hygiene is good, we 
should expect his resistance to respiratory infec- 
tions to be high, yet this does not prove always 
to be the case. Nor does the biochemistry of 
body fluids and tissue reactions afford a com- 
plete answer to the questions of immunity, re- 
sistanee, and susceptibility. Alkalis do not 
necessarily cure a cold, nor does systemic hyper- 
acidity necessarily lead to one. Indeed there 
seems sometimes to be a mutual exclusiveness be- 
tween infections. A patient with periodic at- 
tacks of duodenal ulcer, was immune to colds 
when his ulcer was active, and susceptible when 
it was: quiescent. Perhaps we misinterpret the 
relation of acidity to susceptibility ; acidity may 
be rather the result or attendant circumstance 
of infection than its predisposing cause. 

Moreover we are considerably in the dark 
about the infective agents associated with colds. 
We name a number of common organisms, and 
speak of the varying virulence of the same or- 
ganism in different cases; but we know nothing 
of the cause of this variation, or of the strik- 
ingly different clinical phenomena which the 
same organism produces in different epidemics. 
While many colds are clearly transmitted be- 
tween individuals, it may be questioned whether 
others are not due to focal infections within the 
individual or perhaps to unknown filterable 
viruses. 

The occasional recurrence of colds, of minor 
severity and promptly recovered from, may be 
of advantage to civilized man, in that these re- 
currences may by autoinoculation serve to main- 
tain a degree of immunity. Unfortunately this 
immunity, like that conferred by inoculation 
with so-called bacterial vaccines, is generally of 
uncertain efficacy and of relatively brief dura- 
tion. Not until we have methods as dependable 
as those employed in preventing diphtheria, 
typhoid and variola can we hope to control the 
common cold by artificial immunization. 

‘*Doctor’’, says the patient with a bad cold, 
‘*is it the flu?’’ There is no such thing as the 
flu or the grip; they are only popular misnomers, 
measures of the severity of an infection, not 
of its cause. The term influenza should proper- 
ly be applied only to an infection with the in- 
fluenza bacillus. As a matter of fact, such in- 
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fections are sometimes quite mild, whereas the 
term is commonly applied to any severe cold, 
whatever its etiology. The severest so-called in- 
fluenzas are usually due to a streptococcus. 

‘‘Doctor’’, says the patient, ‘‘aren’t these 
colds unusually prevalent just now?’’ No, they 
are usually prevalent. From year to year we 
all forget the respiratory epidemics and endemies 
which invariably come and go with the seasonal 
variations with which they fluctuate. In win- 
ter there are always plenty of respiratory infee- 
tions in the community, and past evils never 
seem so bad as those which are immediate. 

Clinically, the common cold should be a self- 
limited disease and under favorable conditions 
of environment and hygiene the human organ- 
ism should recover from it speedily and without 
the complications of otitis media, mastoiditis, 
sinusitis, meningitis, and pneumonia which are 
its great dangers. The trouble is that these 
favorable conditions are seldom created or per- 
mitted to prevail. There is one best and safest 
treatment for the common cold,—for any respira- 
tory infection,—and that is to go to bed and 
stay there until it is well. Yet that is precisely 
what the vast majority of patients, be they lay- 
men or doctors, will not or think they cannot 
do. Doubtless this treatment, universally ap- 
plied, might seem to cause serious dislocation of 
human activities and enterprises; yet we may 
question whether in the long run it might not 
effect economy of health and life. 

‘‘Doctor’’, says the patient in a hollow voice, 
after he has kept about for a week with a severe 
cold, ‘‘is there any danger of pneumonia?’’ 
Danger? of course there is danger, not only 
now but from the first snuffle of every respira- 
tory infection; just as the possibility of death 
lurks in every pin-prick, if the right kind of 
sepsis gets into it. 

Probably if the human race persists on this 
planet a few more million years, the respiratory 
system which it has inherited only since the time 
of the first amphibians will improve by selective 
survival until it is as tough and resistant as 
the alimentary tract developed from the days 
of the earliest lamellibranchs. Only then may 
we hope that the common cold will become as 
uncommon as it is always undesirable and un- 
welcome. 





THE FORD CAR AND THE REDUCTION 
OF MORTALITY OF GASTRIC CANCER 


Wnuy not reduce the mortality of cancer of 
the stomach? Evidently it can be done, because 
the surgeons know how to operate and their 
mortality is only about 10 per cent. Even sup- 


pose they cannot cure the majority of cases, they 
certainly can relieve many and prolong the lives 
of others for several years in comparative com- 
In the old the growth of the cancer is 


fort. 





often slow and a mere gastro-enterostomy will 
lengthen life and remove distress. 

The real reason for slow progress in the treat- 
ment of gastric cancer is the late diagnosis. Even 
in 1932 Balfour found that the rate of oper. 
ability was only 45 per cent, which was approxi- 
mately the same as that of previous years at the 
Mayo Clinie. In our issue of January 11 it was 
brought out that at the Lahey Clinic the oper- 
ability was approximately the same. And what 
is the cause of the late diagnosis? Balfour’s 
first conclusion answers that. He writes as fol- 
lows: ‘*(1) roentgenology is the most impor- 
tant method of detecting early cancer of the 
stomach;’’.... Lahey and Jordan express the 
same opinion. ‘‘The salvation of patients with 
carcinoma of the stomach is in early diagnosis. | 
Early diagnosis can be made only when x-ray 
examinations of the stomach are made upon evi- 
dence which is only suspicious, and it must be 
accepted that many will prove negative.”’ 

Granted roentgenograms are essential why 
don’t we take them? Everyone knows the rea- 
son why a gastro-intestinal x-ray is avoided. It 
is because one wishes to save the patient money. 
And the remedy? Increase the number of x-rays, 
reduce the cost, and ask the originator of the 
Ford car how it can be done. 

REFERENCES 
D. C. Balfour: 


1933, 8, 759. 
Lahey and Jordan: N. 


Proceedings Staff Meetings of Mayo Clinic, 


E. Jour. Med., 1934, 210, 59. 





THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors: 


Swan, CHannine 8.. A.B., M.D. Harvard 
University Medical School 1923. F.A.C.S.  As- 
sistant Urologist, Massachusetts General Hospi- 
tal. Surgeon, Long Island Hospital. Consult- 
ing Urologist, Symmes Arlington and Framing- 
ham Union Hospitals. Member of New England 
Staff, Deaconess Hospital. His subject is ‘‘Gas-: 
tro-Intestinal Symptoms from Left Renal Tu- 
mor. (Demonstration of Metastases Around 
Sympathetic Nerves Having Renal and Gastric 
Associations.) ’’ Page 345. Address: 264 Bea- 
con Street, Boston. 

Bropny, M. Leorotp. M.D. Tufts College 
Medical School 1928. Assistant Urologist, Out- 
Patient Department Beth Israel Hospital, Bos- 
ton. His subject is ‘‘A Fatal Case of Septicemia 


Due to the Pneumo-Bacillus of Friedlander, 
Following Transurethral Prostatotomy.’’ Page 
346. Address: 371 Commonwealth Avenue, 
Boston. 


Barney, J. DeLiIncerR. A.B., M.D. Harvard 
University Medical School 1904. F.A.C.S. Chief 
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of Service, Urological Department, Massachu- 
setts General Hospital. Assistant Professor of 
Genito-Urinary Surgery, Harvard Medical 
School. His subject is ‘‘ Experiences with Pros- 
tatic Resection.’?’ Page 349. Address: 87 
Marlboro Street, Boston. 


GRAVES, Roger C. A.B., M.D. Syracuse Uni- 
versity College of Medicine 1918. F.A.C.S. 
Urologist to the Carney Hospital. Genito- 
Urinary Surgeon to the Pondville Hospi- 
tal. Member of Staff of the Deaconess Hos- 
pital, and Associate Staff of the Palmer Memo- 
rial Hospital; Consultant to the Genito-Urinary 
Department (Tumor Clinic) of the Boston Dis- 
pensary; Consulting Urologist to the Quiney 
Hospital, the Lakeville State Sanatorium and 
the Winchester Hospital. Associate Consulting 
Urologist to the Brockton Hospital. His sub- 
ject is ‘‘Transurethral Resection of the Pros- 
tate.’ Page 351. Address: 12 Bay State 
Road, Boston. 


O’Brien, Epwarp J. M.D. Tufts College Med- 
ical School 1912. Visiting Urologist, St. Eliza- 
beth’s Hospital. Visiting Surgeon, Cambridge 
Municipal Hospital. Consulting Urologist, Som- 
erville Hospital. His subject is ‘‘Observations 
in Transurethral Prostatie Resections.’’ Page 
354. Address: 270 Commonwealth Avenue, 
Boston. 


Hicks, JAMES B. B.S., M.D. Johns Hopkins 
University School of Medicine 1924. Urologist 
for the Lahey Clinic. His subject is ‘‘ Prostatic 
Resection at the Lahey Clinic.’’ Page 358. <Ad- 
dress: 605 Commonwealth Avenue, Boston. 


Emerson, Ernest B. M.D. Harvard Univer- 
sity Medical School 1898. Superintendent, Rut- 
land State Sanatorium. His subject is ‘‘Bron- 
cho-Pulmonary Suppuration.’’ Page 365. Ad- 
dress: Rutland, Massachusetts. 


GoopALE, Raymonp H. B.S., M.D. Harvard 
University Medical School 1924. Pathologist, 
Woreester City Hospital, Harrington Hospital 
(Southbridge, Mass.), Fairlawn Hospital (Wor- 
cester, Mass.), Baldwinville Hospital Cottages, 
Baldwinville, Mass. Lecturer on Parasitology, 
Boston University School of Medicine. His sub- 
ject is ‘‘Enterobius Vermicularis of the Appen- 
dix.’’ Page 372. Address: City Hospital, 
Worcester, Mass. 


Oper, FRANK R. M.D. Tufts College Medical 
School 1905. Assistant Dean, Courses for Grad- 
uates and Clinical Professor of Orthopedic Sur- 
gery, Harvard Medical School. Surgeon-in- 
Chief, Orthopedic Department, Children’s Hos- 
pital, Boston and the New England Peabody 
Home for Crippled Children. His subject is 
‘‘General Aspects of Chronic Arthritis.’’ Page 
374. Address: 234 Marlboro Street, Boston. 





LE ROY CRUMMER (1872-1934) 


HE death of Dr. Le Roy Crummer of Omaha, 

Nebraska, which occurred in Los Angeles, 
January 2nd of this year, removes from the field 
of medicine and medical history a figure of im- 
portance. <A paternal ancestor, who came from 
the northern part of Ireland and was a strict 
Protestant, emigrated to America in 1819, first 
eoing to Delaware and later moving into the 
West, about 1835. He was an artisan, who 
worked in the mills as a blacksmith and me- 
chanie. His son, John Crummer (1816-1890) ,? 
born in Ireland, prepared himself, without any 
schooling, for the Methodist Episcopal church 
and started as a ecireuit preacher in 1836, 
through the states of Illinois and Wisconsin. 
He went from place to place holding meetings 
wherever he could find room and became one 
of the most popular men of his day in this 
pioneer locality. Many of his parishioners were 
extremely poor farmers and there is a story 
about him that he was once paid for his services 
in wheat. He carried this wheat by wagon to 
Chicago and sold it, in order to provide the 
necessities for his family. This energetic, strict 
but lovable character built the first church in 
Milwaukee in 1841. A few years later he had 
to give up his arduous duties on account of his 
health, but in 1849, inspired by the gold rush 
to California, he worked his way across the 
country, in the spring of that year. Returning 
to Illinois in 1851, he started a farm and spent 
a good deal of his time as an itinerant preacher 
of the gospel. The name of the Reverend John 
Crummer became a household word in the cabins 
of Illinois and Wisconsin. From this pioneer 
stock of the best character came the subject of 
this biography. 

Le Roy Crummer was born in Elizabeth, IIli- 
nois, April 15, 1872. His father, who was also 
a physician, Benjamin F. Crummer (1848- 
1907), later moved to Omaha, where he became 
an important figure in the medical world and 
one of the most successful practitioners of his 
time. The son, who was graduated by the Uni- 
versity of Michigan in 1893 with a bachelor 
degree and M.D. from Northwestern Univer- 
sity in 1896, became associated with his fa- 
ther in Omaha and an instructor in the Uni- 
versity of Nebraska. In 1919, just after the 
war period, he was made professor of medicine, 
a position which he held until 1925, when he 
became emeritus. When his health began to 
fail from serious heart disease, he moved to Los 
Angeles, California, and there associated him- 
self with the University of California and the 
University of Southern California as professor 
of medical history, a subject which was of the 
greatest possible interest to him. His death 
oceurred January 2, 1934, after a long illness. 

Crummer was greatly interested in cardiol- 
ogy and he found stimulation in this branch of 
medicine in his work during the World War. 
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In spite of his well-known disability, he en- 
tered the Army in 1917, but was refused over- 
seas duty. He did, however, go to Fort Ogle- 
thorpe in Georgia, where he became an instruc- 
tor in cardiology for medical officers. He was 
a popular teacher and much admired by his 
associates and the students who gathered around 
him. As the result of this work, he wrote a 
book on heart disease, published in 1925°. Asa 
basis for this volume he used Cireular No. 21 
from the Office of the Surgeon General, issued 
in 1917, a copy of which he published as an 
appendix to his book. This important Army 
order was compiled with great care and proved 
to be an exceptionally valuable medical con- 
tribution from the War Department. Crum- 
mer’s volume, in general, was somewhat revolu- 
tionary in type and brought out his distinct 
individualism, for which he was well known. 
It was based, however, on long personal ex- 
perience and many of the points that he made 
have later been confirmed by other workers. 
Far from a routine textbook, it caused consid- 
erable discussion at the time it was issued. He 
probably knew European clinics and their work 
on the heart better than anyone in this country 
and this knowledge plus his long contact with 
patients formed the basis for a practical and 
useful book, perhaps with greater significance 
than many critics realized at the time of its 
publication. 

It is, however, with his eareer as a student 
of medical history and a collector of books that 
this short biography is particularly concerned. 
Crummer’s father was broadminded enough to 
see that his son, as a young man studying medi- 
cine, was thoroughly educated not only in the 
classics but in modern languages. He could 
read both Greek and Latin and spoke French, 
Italian and German. Many visits to Europe 
during the summer vacations stimulated his 
interest in the older aspects of medicine and he 
began to collect a few books about the time 
he went into practice with his father. After 
his father’s death in 1907, he was able to visit 
Europe even more frequently. His library grew 
slowly, however, and it was not until after the 
war period that he began to collect books assid- 
uously. In this he was greatly helped by his 
wife, an authority on Elizabethan literature. 
They, naturally, had many interests in common 
and spent a good deal of their time in the decade 
’ from 1920 to 1930 traveling through Europe 
buying books and manuscripts. At one time 
they spent nearly a whole year touring through 
Italy with three matchless companions: an Ital- 
ian nobleman, a learned priest, and an anti- 
quarian bookseller. All the small libraries and 
bookshops in Italy were investigated and the 
Crummers bought many choice items for their 
own collection. He, also, at the same time, 
made purchases for the library of the University 
of Nebraska. 

His personal library had grown to such an 





extent that on April 15, 1927, Crummer’s fifty. 
fifth birthday, Mrs. Crummer was able to pre- 
sent to her husband a printed catalogue of the 
books which he owned, issued before 16403, 
Only one hundred copies were issued. This was 
an expansion of a similar catalogue published 
in 1925, circulated in multigraph form. The 
catalogue of 1927 lists four hundred and forty. 
two manuscripts and books, most of which have 
now been deposited in the library of the Uni- 
versity of Michigan. Each is to carry the book. 
plate reproduced in this paper. Crummer’s 
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Book-plate for the Crummer Collection, now in the Library 
of the University of Michigan, Ann Arbor. 


library, although comparatively smali, contains 
some very choice items. Naturally, the corner- 
stones of medical history are represented in & 
very fine copy of the Fabrica of Vesalius (1543) 
and Harvey’s de Motu Cordis (1628). His in- 
terest in anatomy led him to collect books: 
printed before the time of Vesalius’ work as 
well as those that followed directly after 1543. 
Although not by any means complete, there are 
important books in this collection of anatomical 
texts which serve as a basis for the understand- 
ing of the developing knowledge of anatomy 
during the sixteenth century. In addition to 
these anatomical works, of particular impor- 
tance are: a fine copy of the rare work by Am- 
broise Paré, Anatomie Universelle du Corps 
humain, the publication of Fracastoro on syph- 
ilis (first edition, 1530), rare editions of Alexis 
of Piedmont, many issues of the poem, Regimen 
Sanitatis, from the School of Salerno, and books 
by Ryff, Von Hutten, and many others. The 
catalogue, unfortunately, shows evidence of 


hurried compilation and many minor errors 
Nevertheless, from it we can 


crept into it. 
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obtain an idea of the worth of Crummer’s col- 
lection. 

Crummer’s writings on medical history are, 
unfortunately, very few. He published in 1929 
a manuscript by William Heberden entitled, 
‘“‘An Introduction to the Study of Physic’’.* 
This manuscript, which he found in a London 
bookshop, had not previously been printed. In 
a pleasant prefatory essay to this book Crum- 
mer tells of his finding the manuscript and his 
investigations in regard to it. An interesting 
and valuable contribution to a method of his- 
torical research, it reflects the keen interest of 
the man in everything that came to him. He 
wanted not only to own the manuscript but to 
find its place in relation to the other works of 
Heberden and to explain its value as a con- 
tribution to modern medicine. This he did in 
his own particular style in an essay which shows 
the breadth and depth of the man perhaps bet- 
ter than almost anything else that he wrote. 

Another aspect of the history of medicine, 
which will always be associated with Crummer’s 
name, is his work on early anatomical fugitive 
sheets. His collection, which was certainly un- 
rivaled in this country, contained many rare 
items. He made an effort to check all the known 
fugitive sheets and this list was published in 
the Annals of Medical History in 1923°, fol- 
lowed by additional notes in the same journal 
in 1925. Some of the more important plates 
were reproduced in these papers. The sheets 
were arranged in five classes, as follows: 1, the 
skeleton sheets; 2, the Tabulae of Vesalius and 
its imitations: 3, the Adam and Eve plates; 4, 
the female figure alone; and, 5, the male figure 
alone. Many residents of Boston will remem- 
ber with great pleasure his informal talk on this 
subject at the Harvard Medical Society, April 
3, 1923. Photostat reproductions of these rare 
sheets were presented by Crummer to the Bos- 
ton Medical Library. Other studies, all started 
by the acquisition of some rare item, were pub- 
lished from time to time, but his failing health 
made extensive work impossible and, unfortu- 
nately, only a few of his notes found their way 
into print®. He became an associate editor of 
the Annals of Medical History in 1927. 

Crummer’s interest in medical history was 
constantly stimulated by his association with 
the John Crerar Library in Chicago. It was 
there that he first made a definite contact with 
medical books of importance, particularly the 
series of anatomical texts. His magnificent copy 
of Vesalius, first seen in this library, was pur- 
chased by him about 1920 and this led him 
into the wide field of medical bibliography. He 
was stimulated also by his close association in 
Omaha with Dr. Irving S. Cutter and Dr. Al- 
fred G. Brown. Another friend’, long associ- 
ated with him, for whom Crummer had the 
greatest admiration, writes as follows: ‘‘He 


had a decided ingenium for quickly perceiving 
essential facts and important traits in any field. 
His success as a diagnostician long ago had be- 
come assured. He had a peculiar light and al- 
most whimsical method in anything he under- 
took, almost. as if he were playing with his work, 
but this was only a manner by which he tried 
to conceal a certain diffidence which he never 
quite overcame. He was no scholar, nor did he 
pretend scholarship, but he had the peculiar 
American knack of penetrating directly into the 
core of any subject close to his sympathy, and 
using his native ability in an inductive way as 
he went along. I imagine that the direct and 
independent spirit of Vesalius appealed strong- 
ly to him; at any rate, he made himself master 
of Vesalian anatomy before very long, even to 
the bibliographical details and the historical and 
biographical side-lights open to the student. He 
analyzed his copy of the book—the finest which 
either he or I had ever seen— and presently 
found inserted in it a curious plate with flaps, 
which at the time he could not identify or con- 
nect with the book. 

‘‘This was followed by a thorough study of 
Mortimer Frank’s expanded edition of Chou- 
lant, and a swift yet searching survey of the 
whole field of medical history, with visits to 
important collections and a study of copies of 
such books as he rapidly began to acquire. Al- 
most by intuition he was led to take an interest 
in the fugitive sheets of medical illustration, 
his study being fed by the almost miraculous 
acquisition of about a dozen of these rare pieces 
bound together, some until then undescribed. 
The plate which he had found in his Vesalius 
proved another example. Dr. Crummer then 
made a careful bibliographical survey of this 
form of illustration, without neglecting his study 
of the general field, and then began his visits to 
European scholars, museums, libraries, and an- 
tiquarian booksellers, in search of material to 
satisfy his rapidly growing collective energy. 

‘‘Crummer was fortunate enough to obtain 
the more important part of his great collec- 
tion before early and historically valuable med- 
ical books became an object of international 
speculation. The rapidity with which he ac- 
quired the knowledge requisite for discussing 
historical and bibliographic problems with such 
men as Garrison, Packard, Cushing, Klebs, 
Welch, et al., or with De Lint, Sudhoff, and 
many others, in Europe, was very remarkable. I 
am somev hat familiar with the researches which 
were recorded in the mimeographed catalogue 
of a portion of his library distributed some 
years ago—much being tentative and unhappily 
left unfinished by his illness, but some of them 
being of permanent bibliological value. His 
talent of combining facts in historical medicine 
quite equaled his anticipation of some seeming- 





ly remote factors influencing the physiological 
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status of the heart. He was a quick man, one 
of a few that I would call brilliant, with that 
enlightenment of spirit and mind to which a 
plodding scholarship is subservient. 

‘‘HWe married late, but happily, and at a time 
when the enthusiasm and the bibliographical 
help which his wife could give, came to mean 
much to him. Neither of the two could have 
supported an academic study of the history 
of medicine; neither would take the place of 
an Osler, but together they found what they 
wanted, recognized its importance as by instinct, 
and secured it for their library. They also ree- 
ognized the value of an organized search for 
material related to what they already possessed, 
and their repeated visits in Europe resulted in 
finds that probably never will be equaled in 
importance by any one collector, even though 
they knew quite well that in later years, when 
they were known by every dealer of note, prep- 
arations were made for their reception, rarities 
addueed, recesses diligently searched. 

‘*A collecting energy as fruitful as was that 
of Dr. and Mrs. Crummer does not depend en- 
tirely upon ‘luck’. Every collector in any field 
has some luck. In this ease the felicitous result 
was due to an instinetive feeling for essential 
values, dependent upon a fundamental sense of 
‘valid authentic source material. One may be 
born with this feeling, but the specific sense is 
acquired only by the penetration of subjects, 
fields of research, organic groups of material, by 
means of an intelligent estimate of that which is 
centrally significant —in contradistinction to 
what merely may be peripheral and intermedi- 
ate.’’ 

To this delightful and penetrating summary 
of Crummer one can add little. The books, after 
all, are his monument and they, fortunately, find 
a final resting place in his old college library, 
where he wished them to be. They are worthy 
of a high position in American medicine as the 
man was worthy of his strong and steadfast fam- 
ily inheritance. 

H. R. V. 
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PHYSICIANS’ ART SOCIETY OF BOSTON 


In December, 1927 there was held at the Bos. 
ton Medical Library a very successful Exhibi- 
tion of Works of Art by New England Physi. 
cians. 

Since then there has been considerable in- 
terest shown for another exhibition and it is 
now proposed to hold one at the Library in 
April. 

In connection with this exhibition, it has been 
suggested that a Physicians’ Art Society be 
formed for the purpose of holding annual ex- 
hibits and to foster arts and crafts among men- 
bers of the medical profession. 

Members of the Massachusetts Medical So- 
ciety, Massachusetts Homeopathic Society, 
Massachusetts Dental Society and allied organi- 
zations are eligible for membership in the pro- 
posed Society. 

A meeting for the purposes of discussion and 
organization will be held at the Boston Medieal 
Library on Friday, February 23rd at 4:30 
o’clock in the afternoon. 

All physicians and dentists who are interested 
in either creative or applied art are invited to 
attend this meeting and also to send their names 
and the names of their friends interested in Art 
to James F. Ballard at the Boston Medical Li- 
brary, 8 The Fenway, Boston. 
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MISCELLANY 


PHYSICIANS REGISTERED BY EXAMINATIONS 
HELD MAY AND JULY, 1933 








THE COMMONWEALTH OF MASSACHUSETTS 
BoarD OF REGISTRATION IN MEDICINE 
May 25, 1933. 
Glen Vaughan Butler, 
Mass. 
Charles Raymond Watts, 429 Farmington Ave., Hart- 
ford, Conn. 
Herbert Nicolo Gerardell, 107 University Road, Brook 
line, Mass. : 
Frank Durante, 49 Waverley Street, Everett, Mass. 
Pearl Goodman, 135 Main Street, Nashua, N. H. 
Louise Hinchliffe, 70 Fenway, Boston, Mass. 
Dorothy H. Cheney, Mass. Memorial Hospitals, Boston, 
Mass. 
Angelo L. Maietta, 42 Bow Street, Medford, Mass. 
Willys Merritt Monroe, 76 Taylor Street, Pittsfield, 


8 Dana Street, Cambridge, 


Mass. 

Raphael Peter Fox, 76 Prairie Ave., Auburndale, 
Mass. 

Henry Francis Larchez, 147 Wildwood Ave., Arling- 
ton, Mass. : 


Samuel Solomon, 603 Washington St., Quincy, Mass. 

Adelard Alexander Demers, 31 South Street, Fall 
River, Mass. 

Yacoub Toros Touzjian, 359 Broad Street, Providence, 
R. f. 
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Hugh Frederick Hare, 250 Clark Street, Brookline, 
Mass. 

Richard Francis Welch, 1212 Commonwealth Ave., 
Allston, Mass. 

Charles Merton Holmes, 57 Waltham Street, Lexing- 
ton, Mass. 

Harry Abraham Baker, 84 Third Street, Turners 
Falls, Mass. 

Lionel Cohen, Isolation Hospital, Springfield, Mass. 

Walter L. McClintock, Mercy Hospital, Springfield, 
Mass. 

Moses Ralph Kaufman, McLean Hospital, Waverley, 
Mass. 

Frederick Albert Dunham, Walpole, Mass. 

Donald Wieting MacCollum, Children’s Hospital, 
Boston, Mass. 

Harvey McLean Williams, Aberdeen, Miss. 

Frank Jesse Otis, National Guard Hangar, East 
Boston, Mass. 

Alan Matheson Poole, 204 High Street, Fall River, 
Mass. 

William Curry Moloney, 31 Townsend Street, Rox- 
bury, Mass. 

Theodore Dodge Clark, Wolfeboro, New Hampshire. 

Joseph Raymond Hobbs, 6 Summit Road, Wellesley, 
Mass. 

Philip Frederick Fortin, St. Luke’s Hospital, New 
Bedford, Mass. 

Benjamin R. Tilden, St. Luke’s Hospital, New Bed- 
ford, Mass. 

Robert Joseph Donovan, 81 Johnswood Road, Roslin- 
dale, Mass. 

Samuel Herschel Proger, 14 James Street, Brookline, 
Mass. 

Augustine William Eddy, St. Joseph’s Hospital, Provi- 
dence, R. I. 

Samuel Willard Hartwell, 21 Calbourne Street, Wor- 
cester, Mass. 

John Crago Lester, Great Barrington, Massachusetts. 


July 11, 1933. 


Benjamin Lowenberg, 12 Lorraine Terrace, Brook- 
line, Mass. 

Samuel Busch Wurtzel, 
Boston, Mass. 

Elizabeth Rowbotham, 
chester, Mass. 

Louis Mastrangelo, 35 Cooper Street, Boston, Mass. 

Samuel Golden, Beth Israel Hospital, W. 16th and 
Lowell Blvd., Denver, Colorado. 

Alexander Kotarski, 242 Lynnfield Street, Peabody, 
Mass. 

Merton Warren Miller, 108 Newtonville Ave., New- 
ton, Mass. 

John Anthony Koreywo, Hahnemann Hospital, Wor- 
cester, Mass. 

Emma Ruby Ardis, West Auburn, Mass. 

Mark Shachoy, 8 Feneno Terrace, Brookline, Mass. 

Jackson Nash Thomas, McLean Hospital, Waverley, 
Mass. 

Robert Cooper Byrne, Hatfield, Mass. 

Louis Levine, 29 Walnut Street, Chelsea, Mass. 


406 Massachusetts Ave., 


475 Columbia Road, Dor- 


Leroy Sargent Ford, 8 Danville Street, West Rox- 
bury, Mass. 

Joseph Christopher Flynn, Cambridge City Hospital, 
Cambridge, Mass. 
Gaylord Palmer Coon, Foxborough State Hospital, 
Foxborough, Mass. 
Daniel Francis Gallery, 
River, Mass. 

Wendell Chamberlain Matthews, 
Franklin, Mass. 

Samuel Sonna Levinson, 56 Stedman Street, Brook- 
line, Mass. 

Edward Brendan French, St. 
Lowell, Mass. 

Kenneth James Chadwell, 22 Ashland Street, Lynn, 
Mass. 

George William Lynch, 9 Arlington Road, Woburn, 
Mass. 

Robert Mannix Holland, 105 Newburg Street, Roslin- 
dale, Mass. 

Edward Meyer Nathan, 74 Independence Ave., Quincy, 
Mass. 

Francis Joseph McNamara, 
Melrose, Mass. 

Newell Stephen Hagan, 40 Park Avenue, Revere, 
Mass. 

Anna Heard Maxwell, N. Reading State Sanatorium, 
N. Wilmington, Mass. 

Cuthbert Ewart Claude Phillibert, 222 Walnut Avenue, 
Roxbury, Mass. 

Max Ginsberg, 29 Crawford Street, Roxbury, Mass. 

Alfred Hurwitz, 321 Summit Avenue, Brighton, Mass. 

Albert Edward Sloane, 300 Washington Ave., Chelsea, 
Mass. 
James Israel Holoff, 
chester, Mass. 
Harry Herbert Shapiro, 482 Norfolk Street, Dor- 
chester, Mass. 

Monica Allen Harnden, 128 Bellevue Street, West Rox- 
bury, Mass. 

Frank Travers, 8 Fulton Street, Worcester, Mass. 

Robert Earle Glendy, Middlesex Co. Sanatorium, 
Waltham, Mass. 

Werner Mueller, 14 Dunster Road, Jamaica Plain, 
Mass. 

Charles Anthony Contino, 96 Train Street, Dor- 
chester, Mass. 

Boris Benjamin Rubenstein, 
Boston, Mass. 

Raymond William Gadbois, St. Vincent’s Hospital, 
Worcester, Mass. 

James Vincent McHugh, 39 Grand Street, Leominster, 
Mass. 

LeRoy Jakway Osborne, 1533 N. 33rd Street, Phila- 
delphia, Pa. 

Richard Levi Blaisdell Wingate, 10 Sanborn Terrace, 
Amesbury, Mass. 

John Joseph Decker, Lakeville State Sanatorium, 
Middleboro, Mass. 


Lionel Mortimer Ives, McLean Hospital, Belmont, 


682 Second Street, Fall 


15 East Street, 


Joseph’s Hospital, 


478 Lebanon Street, 


179 Callender Street, Dor- 


4 Dennison Street, 





Mass. 
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Mary Elizabeth Bolger, 21 Washburn Street, Wor- 
cester, Mass. 

Albert Francis 
Holyoke, Mass. 

Solomon Louis Prumson, 30 Allen Street, Boston, 
Mass. 

Henry Edward Donais, 64 Ferry Street, Easthampton, 
Mass. 

Eliot Wolk, 74 Bernard Street, Dorchester, Mass. 

Paul Peter Montag, 73 Essex Street, Chelsea, Mass. 

Christopher Edward Egan, 23 Dale Ave., Gloucester, 
Mass. 

John Samuel Kelley, 9 Parkwood Terrace, Jamaica 
Plain, Mass. 

Edmund Reeves Mitiguy, 39 Walnut Avenue, Nor- 
wood, Mass. 

Samuel Fox, 82 Kingston Street, Lawrence, Mass. 

Charles Augustine Higgins, 42 Tewksbury Street, 
Lawrence, Mass. 

Frank Bryant Sauter, 1 Ball Street, Worcester, Mass. 

Rose Marie Zoretskie, 740 S. Crouse Ave., Syracuse, 
New York. 

Rudolph Emil Swenson, 19 Warren Avenue, Plym- 
outh, Mass. 

Harry Levin, 815 Broadway, Everett, Mass. 

Clarence Dunbar Hart, 37 Charnwood Road, W. Som- 
erville, Mass. 

Jacob John Arenstam, 399 East Street, Pittsfield, 
Mass. 

James Otto Wails, Ayer, Mass. 

Leon H. Cohen, 2281 Milton Ave., Solvay, New York. 

Joseph Henry Marks, Truesdale Memorial Hospital, 
Fall River, Mass. 

Olive Gates, 992 Beacon Street, 
Mass. 

Alfred Milton Kronberger, 9 Chapin Road, Newton 
Centre, Mass. 

Robert Henry Baker, Sassaquin Sanatorium, New 
Bedford, Mass. 

Francis David Rohan, 43 West Dedham Street, Bos- 
ton, Mass. 

Winifred Elizabeth Shaffer, Cove Landing, Hudson, 
Mass. 


Gingras, Providence Hospital 


Newton Centre, 


List OF REGISTRANTS BETWEEN May 13, 1933 AND 
JuLy 11, 1933. 


Alfred Oscar Ludwig, Mass. General Hospital, Bos- 
ton, Mass. 

Timothy Francis Patrick Lyons, 161 West Canton 
Street, Boston, Mass. 

George Aaron Marks, 198 Commonwealth 
Boston, Mass. 

. John Anthony Maroney, City Hospital, Worcester, 
Mass. 

Marjorie Clara Meehan, 368 Longwood Avenue, Bos- 
ton, Mass. 

Joseph Albert Menousek, 78 Shurtle Meadow Ave., 
New Britain, Conn. 

Dorothea May Moore, 101 East 74th Street, New York 
City. 

Wallace Joseph Nichols, 20 Otis Street, Medford, 
Mass. 

Randolph Piper, 20 Clarke Street, Lexington, Mass. 


Avenue, 





—— 


Norman Anthony Pokorny, 1862 North 73rd Street, 
Wauwatosa, Wis. 
Henry Nickerson Pratt, Children’s Hospital, Boston, 


Mass. 

George William Rafferty, Boston City Hospital, Bos- 
ton, Mass. 

William Page Reed, 24 Griggs Terrace, Brookline, 
Mass. 

John Robert Richardson, 1 Goodwin Place, Boston, 
Mass. 

Benjamin Riseman, 15 Maybrook Street, Dorchester, 
Mass. 

Marjorie Clarissa Roach, Vassar College, Pough- 
keepsie, N. Y. 


Marian Wilkins Ropes, 18 Felt Street, Salem, Mass. 

Leonard Bernard Rosen, 312 Essex Street, Salem, 
Mass. 

Philip Earl Sartwell, Evans Memorial, Boston, Mass. 

Morris Louis Sharp, 12 Canterbury Street, Dor- 
ehester, Mass. 

Charles Gate Shedd, Boston City Hospital, Boston, 
Mass. 

Donald Johnson Simons, 74 Fenwood Road, Boston, 
Mass. 

Clement Andrew Smith, 4 Hawthorne Road, Brook- 
line, Mass. 

Somers Hayes Sturgis, 3 Pinckney Street, Boston, 
Mass. 

Harold Morrison Teel, 
Boston, Mass. 

Edward George Thorp, 196 Huntington Ave., Boston, 
Mass. 

Leslie Howard VanRaalte, 587 Hancock Street, Wol- 
laston, Mass. 

Benjamin Smith Wood, 755 Main Street, Waltham, 
Mass. 

Mitchell John Zadrozny, City Hospital, Worcester, 
Mass. 


NATIONAL BOARD DIPLOMATES 


LisT OF REGISTRANTS From May 13, 1933, 
To OcToBER 27, 1933. 


Taft Ameen Antoun, Memorial Hospital, Worcester, 


Boston Lying-in Hospital, 


Mass. 
Rudolf Friedhold Bachmann, Burbank Hospital, Fitch- 
burg, Mass. 
Walter Willard Boyd, 48 Mt. Vernon Street, Boston, 
Mass. 


Morton Goodwin Brown, 1750 Commonwealth Ave., 
Brighton, Mass. 
John Joseph Carroll, Jr., 17 John Street, Chelsea, 


Mass. 

Milton Henry Clifford, 60 Montgomery Street, Bangor, 
Maine. 

Richard Collins, Jr., 378 Beacon Street, Waltham, 
Mass. 


William James Cosgriff, 10 Andrew Street, Spring- 
field, Mass. 

Arthur LeRoy Cramps, N. E. Sanitarium & Hospital, 
Stoneham, Mass. 

John Archibald V. Davies, Farmington, Connecticut. 

Sidney Derow, 73 Thatcher Street, Brookline, Mass. 

Samuel Fomon, 409 Walnut Street, Appleton, Wis. 
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Marshall Nairne Fulton, Peter Bent Brigham Hos- 
pital, Boston, Mass. 

Merrill Frank Gardner, South Dartmouth, Mass. 

Alden Batchelder George, 397 Main Street, Haver- 
hill, Mass. 

Samuel Gilman, 246 Highland Ave., Somerville, Mass. 

Max Martin Goldstein, 387 Aspinwall Road, Dor- 
chester, Mass. 

William Frederick Green, 72 Peterborough Street, 
Boston, Mass. 

Sven Martin Gundersen, 368 Walnut Street, Brook- 


line, Mass. 

James Addison Halsted, 264 Beacon Street, Boston, 
Mass. 

Earle Allaway Harvey, 18 Garland Street, Melrose, 
Mass. 


Mildred Johanna Hausman, Hospital Cottages for 
Children, Baldwinville, Mass. 
Wright Platt Hewitt, 7 Wayland Street, Wollaston, 


Mass. 

Henry Forbush Howe, 231 Beacon Street, Boston, 
Mass. 

Edward Reed Hubbard, 157 High Street, Taunton, 
Mass. 


Salvador Jacobs, 461 Dudley Street, Roxbury, Mass. 

Karekan Alexander Kazanjian, 22 Dartmouth Street, 
Watertown, Mass. 

George Robert Lavine, 2 Eastland Ave., Brighton, 
New York. 
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Che Massachusetts Medical Society 


AN APPEAL FOR SUGGESTIONS 


February 7, 1934. 
To the Editor, 
New England Journal of Medicine, 

May I, as Chairman of the Committee appointed 
by the Council of the Massachusetts Medical So- 
ciety, to revise the By-Laws of the Society, have the 
privilege of asking any member of the Society at 
large who is interested in the By-Laws and who has 
any suggestion as to changés therein, to send such 
suggestions in writing to me at the Peter Bent 
Brigham Hospital, Boston, at his earliest conven- 
ience in order that the Committee may have every 
aid in preparing a draft which will be satisfactory 
to the Council. From what I learned today at the 
meeting of the Council and at the Cotting Luncheon 
it was evident to me that many members of the 
Council had not found opportunity to read the re- 
port of the Committee on Revision which was print- 
ed on the inside cover of the draft and presumably 
therefore had not scrutinized the revision itself. It 
is essential that the Committee shall have the aid 
of every interested member of the Society. 

Thanking you for displaying this request in your 
columns, believe me 

Yours very truly, 

Daviw CHEEVER, M.D., Chairman, 
Committee on Revision of the By-Laws. 





CORRESPONDENCE 


PAYMENT FOR ANTIRABIC VACCINE 
THE COMMONWEALTH OF MASSACHUSETTS 
Department of Public Health 
State House, Boston, 
February 1, 1934. 


Editor, New England Journal of Medicine. 


Owing to an unfortunate experience which one 
physician in, the State has had regarding payment 
for antirabic vaccine used by him, may I take this 
occasion to call to the attention of other physicians 
the proper procedure in such cases. 

Under Chapter 289 of the Acts of 1932 it is pro- 
vided that “the board of health of any city or town 
shall, on recommendation of the state department of 
public health, furnish free of charge antirabic vac- 
cine for the treatment of persons as to whom said de- 
partment recommends such treatment, a eH 
accordance with the authority given to the Depart- 
ment by this section, the Department has notified 
all boards of health that it would recommend treat- 
ment under the following circumstances: 


1. Treatment imperative: 

Persons bitten by or intimately exposed to 

the saliva of 

a. A clinically rabid animal. 

b. An animal the head of which was found 
positive for rabies on laboratory examina- 
tion. 

ce. An animal the head of which was found 
suspicious for rabies on laboratory ex- 
amination. 


2. Treatment advised unless the circumstances sur- 
rounding the bite are such that in the 
opinion of the attending physician there is 
no possibility of rabies in the individual case: 
Persons bitten by or intimately exposed to 

the saliva of 

a. An animal the head of which was in such 
condition on reaching the laboratory that 
it could not be examined and was there- 
fore classified as unsatisfactory. 

b. A lost animal, that is an animal which 
could not be restrained for a clinical ob- 
servation period of fourteen days or the 
head of which could not be submitted for 
laboratory examination. 

ec. An animal which was killed without be- 
ing held for examination and without sub- 
sequent examination of the head. 


In the case in question the physician proceeded to 
buy the vaccine, believing that the local board of 
health would reimburse him for the cost of the same. 
On the other hand, the local board of health can in 
many instances obtain a substantial discount from 
the drug company producing the vaccine. Conse- 
quently, the board of health cannot be expected to pay 
a bill which is greater than would have been the case 
had the physician obtained the vaccine through the 
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board. In other words, a private individual cannot 
contract an indebtedness for the community. 

In view of the above and to avoid similar misunder- 
standings in other cases, I would suggest that, when- 
ever a physician feels that an antirabic treatment is 
indicated, he communicate immediately with the 
board of health of the community in which the 
patient lives, or if the bite occurred in another com- 
munity, in that in which the bite was sustained, and 
that the antirabic vaccine be obtained through the 
board of health in question. It is only in this man- 
ner that the vaccine may be obtained for the patient 
at the expense of the board of health. 


Very truly yours, 
Henry D. CHapwick, M.D., 
Commissioner of Public Health. 


—- 


RECENT DEATH 








COFFIN—Gerorce Henry Corrin, M.D., a retired 
physician whose home was at 52 Glen Street, Malden, 
Mass., died at the Glenside Sanatorium, Jamaica 
Plain, February 8, 1934, after a long illness. 

Dr. Coffin was born in 1851. He was educated in 
the Newton schools and “Brown University and 
graduated in medicine from the Boston University 
School of Medicine in 1903. Before studying medi- 


cine he was a teacher in private schools. He prac- 
ticed for twenty years in Northboro. 
He is survived by his widow, Mrs. Jennie C. 


(Guild) Coffin, a daughter and two sons. 
a 


OBITUARY 


DELBERT L. JACKSON, M.D. 


In these days of efficient and impersonal medicine, 
the passing of a physician who was also a friend to all 
his patients 1s worthy of record, though there is no 
danger that he will be forgotten by those who knew 
him, and therefore loved him. 

Dr. Jackson’s outstanding characteristic was his 
cheerful and friendly attitude toward “all sorts and 
conditions of men.” He had also an abundance of 
energy, a clear quick working mind and a fund of 
cheerfulness that carried his patients safely through 
hours of anxiety and sorrow, and supported him in 
equanimity to the end. And finally he was possessed 
by an integrity of purpose which kept him always in 
the state of mind which Stevenson calls the most im- 
portant task in life: “friends with himself’. Thus he 
carried on his practice. Always busy, always keenly 
interested in all his patients, he carried to them 
cheer which he characteristically cloaked in preposter- 
ous and gaily impudent remarks, and gave them, 
moreover, the highest type of skilled and wise treat- 
ment. He had the manual dexterity characteristic 
of the New Englander, and that rare and miscalled 
quality “common sense”, a combination of utmost 
value to those who sought his help. 

Because of those qualities, recognition came not 
rapidly or dramatically, but steadily, surely; and 





was prized by him not so much as a measure of pro- 
fessional and social advancement as an opportunity 
for increased service and a larger circle of friends, 
He was a Fellow of The College of Surgeons, The 
American Association of Obstetricians, Gynecologists 
and Abdominal Surgeons, The New England Obstetri- 
cal and Gynecological Society, The Boston Obstetri- 
cal Society (of which he was formerly president), The 
American Medical Association and the Massachusetts 
Medical Society. His services as a consultant were 
increasingly sought, and he was a member of the 
consulting staff of the Choate Memorial Hospital in 
Woburn, The Framingham Union Hospital, The 
Jordan Hospital in Plymouth, and the Winthrop Com- 
munity Hospital. He was Associate Obstetrician at the 
Boston Lying-in Hospital, Obstetrician and Trustee of 
the New England Baptist Hospital and a member of 
the Advisory Board of the Florence Crittenton League 
of Compassion. 

Just when these accumulating honors were convince. — 
ing him of the affection and esteem in which his 
friends and associates held him, he was suddenly pros- 
trated five years ago by a serious and painful dis- 
ease of the heart. There was one sad hour as he 
realized fully what the attack meant, and then wast- 
ing no time on self-pity, he summoned his great 
cheerfulness, endured without complaint months of 
enforced idleness, curtailed his activities, and once 
more, with undaunted cheeriness and unabated inter- 
est turned the page and started again, though he 
realized that the book might slam shut at any mo- 
ment. For five years he accomplished the impossible, 
defying invalidism through the power of his happy 
spirit, and then when the end came, he met it reso- 
lutely, with a smile and a preposterous remark. His 
life is an example of the success that can come 
through self-forgetfulness, equanimity, and love for 
one’s neighbor. Cc. H. L. 


_— 
——— 


NOTICE 








RADIO HEALTH MESSAGES 
FEBRUABY-MARcH, 1934 


Sponsorship: Public Education Committee of the 
Massachusetts Medical Society and Massachusetts 
Department of Public Health. 

Courtesy WBZ. Fridays, 4:30 P.M. 

February 

16 Stomach Trouble 

23 Lumps in the Neck 
March 

2 Age and Cancer 
9 Some Problems of Epilepsy 

16 Fractures 

23 How to Keep the Well Child Well 

30 Résumé of the Year’s Work 





HEALTH QUESTION Box 


Sponsored by Massachusetts Department of Public 
Health. Fridays 4:40 P.M. 
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RavDio HEALTH ForuM 
Queries from the public are answered under the 
sponsorship of the Department of Public Health. 
Courtesy WEEI. Fridays, 5:00 P.M. 
Questions on Health and Prevention of Disease 


may be sent to: Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 





SPECIAL 


From Friday, January 19, the State House Broad- 
casts were discontinued and in their place were 
substituted Ten Minute Health Reviews. 

Sponsored by the Massachusetts Department of 
Public Health. Assisted by Miss Violette Babcock, 
Violinist, and Mr. G. Lambert Roscoe, Pianist and 
Organist. 

Courtesy WEEI. Fridays, 1:15 P.M. 

Glimpses into the History of Public Health in 


Massachusetts together with the Functions and Ac- 


tivities of the Massachusetts Department of Public 
Health, Blended with Classical Music. 


After you have heard this program, we would 
appreciate your comments. 


<i 


REPORTS AND NOTICES 
OF MEETINGS 


DINNER TO DR. FREDERIC A. WASHBURN 


The trustees of the Massachusetts General Hos- 
pital tendered a testimonial dinner to the retiring 
Director, Dr. Frederic A. Washburn, at the Hotel 
Somerset on February 7. About four hundred guests 
were present. Mr. William Endicott, chairman of 
the board, after enumerating the achievements of 
Dr. Washburn during his directorship, introduced the 
Right Reverend Henry K. Sherrill, Bishop of Mass- 
achusetts, as toastmaster. 

Mayor Frederick W. Mansfield, the first speaker, 
told of his good fortune in having secured the serv- 
ices of Dr. Washburn as Institutions Commissioner 
of the City of Boston, lauded the distinction which 
the guest of honor had attained as Director of the 
hospital, and expressed his belief in the success 
which he expected would meet Dr. Washburn’s ef- 
forts in his new position. 

Mrs. Nathaniel Thayer praised the work which 
the volunteer women were doing in this hospital, 
and the support which they had always received 
from Dr. Washburn. She also stressed the impor- 
tance of the development of social service at the 
hospital; the first of its kind in the world, started 
by Dr. Richard C. Cabot. 

The other speakers were the Honorable Leverett 
Saltonstall, Speaker of the House of Representa- 
tives; the Right Reverend William Lawrence, who 
pointed out in particular the great good which Dr. 
Washburn can do as Institutions Commissioner; Dr. 
Nathaniel Faxon, Superintendent of the Strong Me- 
morial Hospital in Rochester, N. Y., President of the 











American Hospital Association, and formerly As- 
sistant Director of the Massachusetts General Hos- 
pital; Dr. David L. Edsall, Dean of the Medical 
School of Harvard University; Dr. James H. Means, 
Chief of the Medical Service at the hospital, and Dr. 
Washburn’s adjutant during the World War, and Dr. 
George H. Bigelow, formerly Commissioner of Pub- 
lic Health of the Commonwealth of Massachusetts, 
and Dr. Washburn’s successor as Director of the 
hospital. 

Telegrams of greeting were read from the Metro- 
politan Hospitals of New York, and the Fifth Avenue 
Hospital. 

In reply Dr. Washburn spoke feelingly of his years 
ot association with the hospital, beginning with his 
service as House Pupil in 1896, and read the roll of 
honor of employees of all grades who had been long 
in the service of the institution. 





HARVARD MEDICAL SOCIETY 


The Harvard Medical Society met in the Peter 
Bent Brigham Hospital Amphitheatre, Tuesday 
Evening, January 16, 1934, at 8:15 P.M., with Dr. 
Cecil Drinker presiding. The guest speaker, Dr. W. G. 
Smillie, had as his subject: ‘“‘A Trip to the East Coast 
of Greenland.” 

The meeting opened with the presentation of 
cases. Dr. Harold Levine of the Medical Service 
gave the history of a _ twelve-year-old American 
boy who complained of frequent sore throats, over 
a period of two to three years. Eleven days ago, 
the patient noticed that his throat was sore and the 
glands swollen; that he was feverish and had had 
sweats of one week’s duration. Two days before 
admission, he appeared at the Out-Door Department 
with a story similar to that above. He was ad- 
mitted to the house. 

Physical examination revealed red and_ swol- 
len tonsils, with purulent material in the crypts; 
a heart, normal in size, with LBCD at the nipple 
line, but with a first sound of variable intensity, a 
systolic murmur at the apex, an independent systolic 
murmur in the second left interspace and loudest 
over the third left interspace, with a low pitched 
sound in diastole; blood pressure 145/55 and rate of 
130. 

Past history indicated that the patient had been 
in the Children’s~Hospital on several occasions for 
numerous sore throats. Each time the pulse was 
elevated to 130 but came down to 48 with the sub- 
sidence of the infection. When the patient was two 
years of age, a pediatrician had found a systolic 
murmur maximal in the pulmonary area. The 
condition had been diagnosed as heart block due to 
congenital cardiac defect. 

After a few days in the Peter Bent Brigham Hos- 
pital, the temperature dropped and the pulse rate 
remained between 55 and 36. The EKG showed a 
complete dissociation of the auricles from the ven- 
tricles. The pulse was absolutely regular. The re- 
mainder of the physical examination continued 
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negative. The circulation rate by the sodium cyanide 
method was found to be fifteen seconds, and by the 
adrenalin method, nine seconds. Exercise pro- 
duced a slight increase in rate and adrenalin 
brought it up to between fifty and sixty. X-ray 
showed a normal-sized heart, with a straight left 
border. Results of laboratory studies were unim- 
portant. 

Dr. Fitz, called upon for comment, pointed out 
that this patient with congenital heart block had 
yet developed normally. There had been no sub- 
jective symptoms, no Stokes-Adams attacks, no 
failure of the heart during the stress of athletic 
sports. The future of the patient, according to 
Dr. Fitz, appears to be perfectly good. 

Dr. Wilson, of the Surgical Service, presented 
the second case, that of an Irish-American chauffeur, 
57 years of age, whose chief complaint was a 
cough of six months’ duration. Past history was 
negative. The present illness began last summer 
with the onset of cough, which came on only at 
night and lasted for one hour. There was a mod- 
erately thick white sputum. Four weeks ago, the 
cough became more severe and was diurnal as well as 
nocturnal. He raised fifty to seventy cc. of sputum 
daily; this was blood flecked at times but never foul. 
A few weeks ago he became hoarse. There had been 
a five pound weight loss during the last six months. 

He was seen in the Out-Door Department, where 
rales and slight increase in tactile fremitus and 
voice sounds were found in the right chest. An x-ray 
plate at this time showed a small area of consolida- 
tion in the right lung posterior to the hilus. Re- 
sults of laboratory procedures were negative. 

He remained on the Medical Service for one week, 
after which he was transferred to the Surgical 
Service. While on the medical ward, his cough 
persisted and he raised small amounts of sputum, 
examination of which revealed a few short and 
long chained gram-positive cocci. His red blood cell 
count was 4.5 million, while the white blood cell 
count varied between 8000 and 10,000. The differential 
count was normal. 

While on the Surgical Service, he was given on 
each of four occasions, at few day intervals, 700 cc. of 
air into the right pleural cavity. By these measures 
one obtained a complete collapse of the lung. 

Dr. Elliott Cutler in discussing the case said he 
felt the diagnosis to be that of a malignant lung 
tumor. He further explained that part of the prep- 
aration for lobectomy consisted of a collapse of 
the involved lung. He then asked Dr. Merrill Sosman 
to describe the x-ray findings. According to Dr. 
Sosman, diagnosis by x-ray was doubtful. The pos- 
sibilities to be considered in this case were pri- 
mary or secondary tumor or no tumor at all. The 
lung shadow showed an area of decreased density 
in its upper part; moreover, it is of exactly the same 
type as he has seen in two other cases of adeno- 
carcinoma of the lung. Bronchiogenic carcinoma 
always starts at the root of the. lung; adenocarci- 
noma, on the contrary, may start anywhere in the 





lung, usually, however, in the distal portions, thus 
offering the best chance for successful surgical in- 
tervention. Dr. Chamberlin, who is at present with 
Chevalier Jackson, saw this x-ray picture with Dr. 
Sosman, and believed it to represent a lung tumor, 
He suggested, though, the possibility of Hodgkin’s 
disease. However, after seeing the patient and find- 
ing no evidence of itching of the skin or of en- 
larged glands, ete., he formulated a diagnosis of 
carcinoma of the lung. 

Dr. W. G. Smillie described in an interesting 
manner, with the aid of slides and several reels of 
motion pictures, his trip to the East Coast of Green- 
land. The purpose of the expedition, was the study 
of the fauna of the Arctic region, the geology and 
paleontology of the East Coast of Greenland, and 
in particular, the habits of the musk ox, with a 
view to preventing their extinction. The journey was 
made in a ship specially built for cruising in the 
ice fields. The rugged beauty of the Arctic land- 
scape with its icebergs, glaciers, and quaint animal 
life, was vividly portrayed. Dr. Smillie kept up 
a running fire of anecdotes and fascinating comments 
throughout the showing of the films that kept the 
audience thoroughly amused and interested. 





HOUSE OFFICERS’ ASSOCIATION OF THE 
BOSTON CITY HOSPITAL 


On Monday evening, January 8, the House Officers’ 
Association of the Boston City Hospital held a meet- 
ing devoted to a discussion of “The Acute Abdo- 
men.” 

Dr. William Reid Morrison began with a discussion 
of “Perforative Lesions of the Upper Abdomen.” In 
his experience with perforation of peptic ulcers Dr. 
Morrison enumerated the following facts: (1) The 
ages have ranged from 14 to 76 and, of 75 of his 
cases operated on, only one was a female. (2) More 
than 50 per cent have had no previous symptoms. 
(3) One of the most important diagnostic signs is 
the demonstration of an air bubble between the 
liver and diaphragm by x-ray plate and fluoroscopic 
examination. This is best done with the patient in 
the standing position. (4) Of importance in the 
differential diagnosis is the abdomen of acute alco- 
holism, which frequently gives a board-like condi- 
tion. (5) Dr. Morrison believes that the ulcer and 
induration should be excised and if closure leads to 
serious stricture of the pyloric opening a posterior 
gastro-enterostomy should be done. (6) The post- 
operative mortality in this condition in his hands is 
about 18 per cent. 

Dr. Franklin D. White spoke on “The Medical As- 
pects of the Acute Abdomen.” He emphasized cer- 
tain important points in the history and physical 
examination of patients with acute abdominal symp- 
toms, and cited the following case histories: (1) A 
young man was suffering with pain in the right low- 
er quadrant. He had some tenderness over McBur- 
ney’s point, slight fever, some diarrhea, moderate 
leucocytosis, and pain in his joints. Examination 
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disclosed purpuric spots on his skin, and the diagno- 
sis was Henoch’s purpura. The second and third 
cases were those of pneumonia and acute alcoholism 
simulating surgical conditions of the abdomen. 


Dr. Elliott C. Cutler spoke on ‘“Non-Perforative 
Traumatic Lesions of the Abdomen.” These may be 
caused by high fall, slow squeezing of the abdomen 
or blows. Several interesting case histories were 
cited as illustrating the various conditions included 
under this general heading: (1) A nineteen year old 
female patient was in an automobile accident after 
which she was able to walk about. She came to the 
hospital where the systolic blood pressure was found 
to be 90. There was crepitus at the eighth costo- 
sternal junction; the wbe was 19,000; the abdomen 
was board-like. Morphia was given and on the fol- 
lowing day the pulse, temperature and blood pres- 
sure were normal. On the third day the tempera- 
ture rose and operation was advised. A lobe of the 
liver was found floating freely in the abdominal 
cavity and no evidence of peritonitis was disclosed. 
She made an uneventful recovery, and Dr. Cutler 
emphasized how this refutes the opinion that bile 
in the peritoneal cavity causes a very serious form 
of peritonitis. 

(2) A seventeen year old truck driver was in an 
accident after which he was found to have left 
shoulder pain when lying on his left side, and right 
shoulder pain when he shifted to the opposite side. 
There was no pain when he sat upright. Operation 
revealed a tear in the diaphragm. 


(3) A football player was struck just below and 
to the right of the umbilicus after which he con- 
tinued playing in the game. After four hours he 
began to vomit and at operation there was found a 
hematoma of the terminal ileum. 

(4) While coasting a boy struck a telephone pole 
and went into shock. Laparotomy disclosed a tear 
in the fixed portion of the duodtnum where it 
crosses the spinal column. 

In concluding his remarks, Dr. Cutler emphasized 
the importance of resetting the scene of the acci- 
dent in making an accurate diagnosis. 

In his discussion of these papers, Dr. I. J. Walker 
spoke of two types of pancreatitis, first, the acute 
hemorrhagic type in which the onset is sudden fol- 
lowed by collapse, and, secondly, the suppurative 
type which begins with low-grade epigastric pain 
and shows signs of low-grade sepsis. One frequently 
sees hiccough and distention in this latter condition 
but shock is not present. 

In rupture of the spleen one frequently finds signs 
of delayed hemorrhage and the patient will often 
show no evidences of ‘shock until a day after the 
aceident. Shifting dullness in the flanks, shoulder 
pain and a blood pressure lower than normal are 
common findings in this condition. 

Dr. Walker classifies the acute gallbladder accord- 
ing to four divisions: (1) hydrops, in which the 
gallbladder is filled with mucus, but shows no infec- 
tion, (2) the distended, infected gallbladder which 





is essentially an empyema, (3) a large thick-walled, 
red gallbladder with infection largely in the wall 
of the viscus represents a cellulitis, and (4) the 
gangrenous gallbladder may be an accompaniment 
of any of the foregoing three conditions owing to 
a shutting off of the blood supply from overdisten- 
tion or thrombosis of the vessels. 

One should not hasten to operate upon the acute 
gallbladder, for 56 per cent of them wil! quiet down. 
If infection is present it is a question of waiting 
or of operating and draining the viscus. If there 
is a steady rise in temperature and leucocytosis, op- 
eration is indicated. There should be no fast rule 
for operation, but one should be guided by the his- 
tory and subsequent course of the patient in the 
hospital. 

In conclusion, Dr. Walker stated that the most 
important single decision in acute abdominal symp- 
toms is deciding whether it is a surgical condition. 





CARNEY HOSPITAL OUT-PATIENT STAFF 


At the regular monthly meeting held in January, 
the Out-Patient Staff went on record as being op- 
posed to all night clinics. 

Wm. F. CoueH in, M.D., Secretary. 





FAULKNER HOSPITAL CLIWICAL MEETINGS 


On Thursday afternoon, February Ist, at 5:00 P.M. 
the regular monthly meeting of the Staff of the 
Faulkner Hospital was held at the hospital. 

Two cases were presented which had come to 
autopsy during the month. 

One was a case of bulbar palsy coming on in an 
individual in whom Parkinson’s disease had existed 
for several years. The onset of Parkinson’s disease 
followed an acute infection and the question was 
naturally raised whether the Parkinson’s disease 
was a post-encephalitic syndrome. It was suggested 
that the bulbar palsy might have been a flareup of 
the encephalitis in a different area of the brain. 
None of those present had seen a Parkinson’s dis- 
ease terminate with the type of bulbar palsy which 
this case presented. At autopsy no cause for the 
bulbar palsy was determined. There was an area in 
the lenticular nucleus which would be consistent 
with the Parkinson’s syndrome. Possibly minute 
histological study may show the cause of the 
bulbar palsy. Dr. Rooney called attention to the 
peculiar histological appearance of the liver which 
is such as is seen in certain types of starvation. 
This patient had lost considerable weight over a 
period of time and during the last days of his 
life he lost weight rapidly because of his inability 
to swallow. 

The other patient was one that obviously had 
bronchopneumonia from the clinical picture. Auric- 
ular fibrillation was also present. The clinical course 
was characteristic of lobar pneumonia. The sputum 
had been thick and purulent without rusty color 
or blood. Organisms suggestive of the influenza 
bacillus were numerous. At autopsy there was more 
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myocardial degeneration than had been suspected 
during life. There was a congenital lesion of the 
mitral valve which was of interest as a rare type of 
lesion rather than of any clinical significance. The 
lesion consisted of one leaflet of the mitral valve 


being in practically two layers with unusual at- 
tachments of the chordae tendineae. (This speci- 
men is now preserved in the Harvard Medical 
School.) There was a bronchopneumonia and a 


peribronchitis with a histological structure suggest- 
ing the type of lesion found during the so-called 


influenza epidemic in those cases in which the 
influenza organism was the complicating factor. 
No evidence of the hyalin membrane which is 


characteristic of the epidemic disease was found. 
This case is of interest in that it adds further sup- 
port to the idea that the influenza organism was only 
a complicating factor in certain of the cases of the 
epidemic disease prevalent in 1918-1919. The epi- 
demic disease clinically when it etends down the 
respiratory tract and before or after complications 
develop is characterized by a bloody wet expectora- 
tion, in contrast to the rusty sputum of lobar pneu- 
monia or purulent sputum of bronchopneumonia or 
bronchiectasis. This was absent in this case as 
was the hyalin membrane on histological study, while 
the influenza organism was present with the typical 
histological picture of peribronchitis. 

Drs. James R. Torbert, Raymond S. Titus and 
DeLos J. Bristol of the Obstetrical Staff presented 
three interesting cases of obstetrical hemorrhage. 

Dr. Torbert preceded the presentation of his 
case by a few general remarks in regard to obstetrical 
hemorrhage in which he emphasized the danger of 
sepsis in these cases and the prolongation of the 
convalescence in those which survive. He also empha- 
sized the importance of not examining these patients 
until they have arrived at the hospital where ap- 
propriate treatment can be instituted. The case which 
Dr. Torbert presented was one of premature separa- 
tion of the placenta due to unexplained toxic 
causes. In the discussion of this case the procedure 
of packing the cervix and putting on pressure by 
binders over the uterus to stop the hemorrhage with 
eventual delivery of the child was explained. As 
the babies in these cases are dead the object of treat- 
ment is to save the mother without regard to the 
child. 

Dr. Titus presented a case of placenta accreta with 
bleeding and emphasized the fact that if this di- 
agnosis is made the uterus should be sacrificed. 

Dr. Bristol presented a case which bled off and on 
through pregnancy, which apparently was due to a 
partial placenta previa. He called attention to the 
fact that there is not always unanimity of opinion 


in regard to what constitutes a placenta praevia, but- 


he feels that any overlapping of the cervix by the 
placenta after the cervix has been dilated should 
be looked upon as a placenta previa. He also empha- 
sized the importance of inspection of the cervix early 
in the course of the pregnancy if bleeding occurs. 

In the discussion which was participated in by 





—onc 


many of those present, emphasis was laid upon the 
importance of having a definite knowledge of the 
condition of the cervix in regard to the degree of 
dilatation before deciding upon the best procedure 
for dealing with complications. The use of pituitrin 
intravenously during the past five years has done 
away with the need of intra-uterine douches and 
packing to a great extent and is looked upon as a 
distinct advantage in obstetrics. 





The next meeting will be held at the Faulkner 
Hospital at 5:00 P.M. on Thursday, March 1st. In 
addition to the usual clinical pathological conference 
on the cases which have come to autopsy during the 
month, Dr. Burton E. Hamilton will give a short 
talk on “Recent Advances in the Clinical Use of the 


Electrocardiogram.” 





BOSTON MEDICAL HISTORY CLUB 
SPRAGUE HALL, 8 FENWAY 


Monpay, Fesruary 19, at 8:15 P.M. 


“Nicholas of Cues and His Collected Works.” Henry 
R. Viets, M.D. 

“Egyptian Mummification, Including Some Recent 
X-Ray Studies Made at the Boston Museum of 
Fine Arts.” Francis T. Hunter, M.D. 

Illustrated by Stereopticon. 
Light refreshments after the meeting. 
JAMES F. BaALiarp, Secretary. 





SOCIETY FOR THE PREVENTION OF ASPHYXIAL 
DEATH, Inc. 


The Annual Meeting will be held at The Biltmore 
Hotel, New York City, Monday, February 19; Tues- 
day, February 20. 

Papers by medical leaders: Drs. Chevalier Jackson, 
Charles Norris, Yandell Henderson, James J. Walsh, 
Wendell C. Phillips, Horatio B. Williams, Harrison S. 
Martland, Pol. N. Coryllos, Henry Hall Forbes and 
the Representatives of the Surgeon Generals of the 
Army, the Navy and The Public Health Service of 
the U.S. A. 

Scientific exhibits: Specimens, Charts, Demonstra- 
tions. 

Sound pictures. 

Technical exhibit: Apparatus for Resuscitation. 

Conference Dinner: February 20. A testimonial to 
the late Dr. Joseph O’Dwyer (Pioneer in the Preven- 
tion of Asphyxial Death). Toastmaster, Dr. Chas. 
Gordon Heyd. Speakers: Drs. William P. Northrup, 
John A. Hartwell and others. 





MASSACHUSETTS PSYCHIATRIC SOCIETY 


The next meeting of the Massachusetts Psychiatric 
Society will be held at the Boston Psychopathic 
Hospital on Friday, February 23, 1934, at 8 P.M. 
The speaker of the evening will be Dr. Clarence O. 
Cheney, Professor of Psychiatry at Columbia Uni- 
versity, New York, and Director of the New York 
Psychiatric Institute and Hospital. The title of his 
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address is as follows: “Some Activities of the New 
York Psychiatric Institute and Hospital.” 
Oscar J. RaEDER, M.D., Secretary. 





HARVARD MEDICAL SOCIETY 
The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Van Dyke Street entrance), Tuesday 
evening, February 27, at 8:15 o’clock. 


PROGRAM 


Presentation of Cases. 
“Reminiscences.” By Dr. George B. Magrath. 
Joun Homans, M.D., Secretary. 





BOSTON CITY HOSPITAL 
STAFF CLINICAL MEETING 


Tuesday, February 27, 1934, at 8:00 P.M. 
Cheever Amphitheatre 


1. Surgical Aspects of Acute Pancreatitis with Re- 
ports of 60 Cases from Boston City Hospital. 
Drs. Francis F. Henderson and Elmer S. A. 
King. 

2. The Effect of Ligation of the Hepatic Artery. Dr. 
Stephen J. Maddock. 

3. End Results in Carcinoma of the Stomach. Dr. 
Charles C. Lund. 

4. The Influence of Anesthesia on the Pulmonary 
Circulation Time. Drs. Charles A. Lamb, John 
Shaw, and Brandt F. Steele. 

Obstruction of the Colon by Gall Stones; Re- 
view of the Literature and Case Report. Drs. 
Irving J. Walker and Henry F. Howe. 

6. Congenital Arterial-Venous Fistulae. Dr. E. Ever- 
ett O'Neii. 

Plasma Lipids as an Aid in the Interpretation of 
Jaundice. Dr. Earl R. Lehnherr. 

COMMITTEE ON HOSPITAL CLINICS. 


or 


= 





NEW ENGLAND PHYSICAL THERAPY SOCIETY 
The regular meeting of the New England Physical 
Therapy Society will be held in the Banquet Hall of 
the Hotel Victoria, 271 Dartmouth Street, Boston, at 
eight o’clock in the evening of February 21, 1934. 
This meeting will be conducted by Dr. Arthur 
H. Ring. 
PROGRAM 
The Present Status of Fever Therapy. (With motion 
film.) Arthur H. Ring, M.D., Arlington. 
Hyperpyrexia at the Boston Psychopathic Hospital. 
Samuel H. Epstein, M.D., Boston. 


It is hoped that this symposium on fever therapy 
will be of interest and value and that it will bring 
out important general discussion, which will be 
opened by Dr. Joseph S. Barr, Boston. 

A report of progress of the Legislative and Educa- 
tional Committee which should be of interest to all of 
the members will be presented at this meeting. 

Council Meeting at six; Round Table Dinner at 
six-thirty. 

All members of the medical profession interested in 


this subject are cordially invited to attend and to par- 
ticipate in the discussion. 
ARTHUR H. Rine, M.D., Secretary. 





PHI DELTA EPSILON FRATERNITY, BOSTON 
UNIVERSITY SCHOOL OF MEDICINE 


There will be an open meeting of the Phi Delta 
Epsilon Fraternity of the Boston University School 
of Medicine at the Evans Memorial Hospital Au- 
ditorium, 80 East Concord Street, Boston, on Friday, 
February 16, 1934, at 8 P.M. 

The topic for discussion will be: The Treatment 
of Angina Pectoris and Congestive Heart Disease 
by the Total Ablation of the Normal Thyroid Gland. 

The speakers: 

Medical aspect: Dr. Herrman L. Blumgart. 

Surgical aspect: Dr. David Berlin. 

The discussion will be led by Dr. William D. Reid. 

Physicians and medical students are invited. 





NEW ENGLAND OPHTHALMOLOGICAL SOCIETY 


The next meeting of the New England Ophthal- 
mological Society will be held at the Massachusetts 
Eye and Ear Infirmary, 243 Charles Street, Boston, 
on Tuesday, February 20, 1934. 


PROGRAM 


9:00 A.M. Clinic and Operating room. 

11:30 A.M. Neuro-Ophthalmological Conference. 

2:00 P.M. Ward rounds. 

3:00 P.M. Clinico-Pathological Conference. 

EVENING PROGRAM, 8:00 o’CLOCK 

Papers: 

1. The relative value of different methods, in- 
cluding examination of fundi, for the detection of 
early arteriosclerosis in diabetes mellitus. Dr. I. M. 
Rabinowitch, Dr. W. S. Ritchie, Montreal General 
Hospital. 

2. Ocular complications in diabetes. Dr. J. Herbert 
Waite. 

Discussion: Dr. Elliott P. Joslin, Dr. Fred M. Spald- 
ing. 





Professor A. Bielschowsky, on a visit to this coun- 
try, will address the society on Monday, March 12, 
and give a comprehensive course in ocular muscles 
on March 13, 14, 15, 16. The course will be given 
in English. 

OO 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


February 15—Massachusetts General Hospital, Clinical 
Meeting of Staff will be held in the Moseley Memorial 
Building at 8:15 P.M. 

February 15—New England Women’s Medical Society 
will meet at the Hotel Vendome at 6:30 P.M. 

February 16—Phi Delta Epsilon Fraternity. See notice 
above. 

February 16—New England Section of the Illuminating 
Engineering Society will meet in the Amphitheatre of 
Building C of the Harvard Medical School at 7:45 P.M. 
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February 16—The New England Roentgen Ray Society 
will meet at the Boston Medical Library Friday evening. 

February 16 and 17—The New England Hospital Asso- 
ciation is holding its Twelfth Annual Meeting at the 
University Club, Boston. For details write Dr. A. G. 
Engelbach, Massachusetts General Hospital, Boston. 

February 19—Boston Medical History Club. See page 
400. 

February 19 and 20—Society for the 
Asphyxial Death. See page 400. 
February 20—New England 

See page 401. 

February 20—South End Medical Club will meet at the 
office of the Boston Tuberculosis Association at 12 noon. 

February 20—Malden Medical Society will meet at the 
Malden Electric Company Hall at 8:30 P.M. 

February 21—New England Physical Therapy Society. 
See page 401. 

February 23—Massachusetts Psychiatric Society. See 
page 400. 

February 26—New England Heart Association will meet 
in the Amphitheatre of the Children’s Hospital at 
8:15 P.M. 

February 27—Boston City Hospital, Staff Clinical Meet- 
ing. See page 401. 

February 27—Harvard Medical Society. 

March 1—Feulkner Hospital Clinical 
page 400. 

March 5, 6 and 7—The Southeastern Surgical Congress 
will be held at Nashville, Tenn. For information write 
Dr. B. T. Beasley, 1019 Doctors Building, Atlanta. 

March 9—William Harvey Society at Beth Israel Hos- 
pital. Speaker: Dr. Irving J. Walker, Clinical Professor 
of Surgery, Harvard Medical School. Subject: ‘Judgment 
and Conscience in Surgery.’”’ 

March 12—House Officers’ Association, Boston City Hos- 
pital, 8 P.M. Speakers: Drs. A. Warren Stearns, Abraham 
Myerson. Subject: Forensic Psychiatry. 

April 16—Boston University School of Medicine to Con- 
duct a Clinical Meeting at Boston City Hospital. 

April 16-20—The American College of Physicians will 
hold its Eighteenth Annual Clinical Session in Chicago 
at the Palmer House. For information write Mr. E. R. 
Loveland, Executive Secretary, 133-135 South 36th Street, 
Philadelphia, Pa. 


Prevention of 


Ophthalmological Society. 


See page 401. 
Meeting. See 


April 30—The American Board of Dermatology and 
Syphilology. Examinations for Certificates. Address: 


Dr. C. Guy Lane, 416 Marlboro Street, Boston, for de- 
tails. 

July 24-31—The IVth International Congress of Radiol- 
ogy will be held in Zurich under the presidency of Pro- 
fessor H. R. Schniz. General Secretary Dr. H. E. Walther, 
Gloriastrasse 14, Zurich. 

September 3-6—American Public Health Association, 
at Pasadena, California. Dr. J. D. Dunshee, Chairman, 
Local Committee on Arrangements. 

September 4, 5, 6—International Union Against Tuber- 
culosis will be held in Warsaw. For particulars address 
The National Tuberculosis Association, 450 Seventh Ave- 
nue, New York, N. Y 


DISTRICT MEDICAL SOCIETIES 
ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


Wednesday, March 7—Lynn Hospital. Clinic 5 P.M. 
Dinner 7 P.M. Speaker: Dr. Frank H. Lahey, Boston. 
Subject to be announced. Film Electrocardiogram. 

Wednesday, April 4—Essex Sanatorium, Middleton. 
Clinic 5 P.M. Dinner 7 P.M. Speakers: Dr. Elliott P. 
Joslin and Dr. Howard F. Root, Boston. Subject: ‘‘Tuber- 
culosis Complicating Diabetes.”’ 

Thursday, May 3—Censors’ Meeting, at Salem Hospital, 
3:30 P.M. . 

Tuesday, May 8—Annual Meeting. 
Forrest Street, Peabody. Dinner at 7. 
announced. Subject to be announced. 

RALPH E. STONE, M.D., Secretary. 

221 Cabot Street, Beverly, Mass. 


Salem Country Club, 
Speaker to be 


FRANKLIN DISTRICT MEDICAL SOCIETY 
Meetings will be held on the second Tuesday of March 
and May at the Weldon Hotel, Greenfield, at 11 A.M. 
CHARLES MOLINE, M.D., Secretary. 
Sunderland, Mass. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 


Meetings will take place in March (2nd Wednesday) 


at Wakefield, and May (2nd Wednesday) at Winchester. 
ALLAN R. CUNNINGHAM, M.D., Secretary. 
76 Church Street, Winchester, Mass. 





MIDDLESEX NORTH DISTRICT MEDICAL SOCIETy 
Meeting will be held on April 25. 
T. A. STAMAS, M.D., Secretary, 
226 Central Street, Lowell, Mass. 


MIDDLESEX SOUTH DISTRICT MEDICAL SOCIETY 


February 20—Meeting at the Metropolitan State Hos- 
pital, Waltham, 5 P.M. 


NORFOLK DISTRICT MEDICAL SOCIETY 

February 27—Hotel Kenmore, 8:30 P.M. Dr. 
Shortell: ‘Industrial Medicine and Surgery.’’ 

March 27—Faulkner Hospital, 8:30 P.M. Dr. Henry H. 
Faxon and Dr. Edward A. Edwards: Symposium on 
“Varicose Veins.’’ Discussion by Dr. E. E. O’Neil. 

April 17—Hotel Kenmore, 8:30 P.M. Special Business 
Meeting. 

May—Annual Meeting. Time, place and program to be 
announced. 

FRANK S. CRUICKSHANK, M.D., Secretary. 
1695 Beacon Street, Brookline, Mass. 


J. H. 


NORFOLK SOUTH DISTRICT MEDICAL SOCIETY 


March 1—12 noon at Quincy City Hospital. Program 
by the hospital staff. 

April 5—12 noon at Norfolk County Hospital. Speaker: 
Dr. Elliott P. Joslin. Subject: Diabetes. 

May 3—12 noon at Norfolk County Hospital. Annual 


icoctinn. Election of Officers. 
N. R. PILLSBURY, M.D., Secretary. 
Norfolk County Hospital, South Braintree, Mass. 


SUFFOLK DISTRICT MEDICAL SOCIETY 
March 28—Clinical Meeting at the Massachusetts Memo- 
rial Hospitals. 


April 25—Annual Meeting at the Boston Medical Library. 
Election of Officers. Scientific Program, titles and speak- 
ers to be announced. 


The Medical Profession is cordially invited to attend 
all of these meetings. 


JAMES H. MEANS, M.D., Vice-President. 


GEORGE P. REYNOLDS, M.D., Secretary, 
311 Beacon Street, Boston, Mass. 


WORCESTER DISTRICT MEDICAL SOCIETY 


All meetings to be held on Wednesdays as follows: 

March 14—Dinner and scientific program at the Memo- 
rial Hospital, Worcester, Mass. 

April 11—Open date. 

May 9—Annual Meeting. 


Time and place to be an- 
nounced later. 


ERWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester, Mass. 
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BOOK REVIEW 





Pub- 
lished by Eugenics Publishing Company, Inc. 174 
Price, $2.00. 


The Pregnant Woman. By Porter Brown. 


Pages. 


This monograph by Dr. Porter Brown of Salina, 
Kansas, produced under the auspices of the Eugenics 
Publishing Company, aims to be a suitable manual 


for guidance of patients before and during pregnancy. 
So far as any manual of this sort is desirable, this 
volume seems to be as satisfactory as any of its 
type. Without any reflection upon the author, how- 
ever, one cannot help questioning the ethics of the 
statement incorporated by the publishers in the an- 
nouncement of the book that “All who purchase 
the ‘Pregnant Woman’ will be privileged to obtain 
personal advice on pregnancy from the author.” 
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